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THE OPERATIVE MANAGEMENT OF 
CANCER OF THE REC TUM; 


BY RICHARD B. CATTELL, M. p., f 
ARCINOMA of the rectum is frequently en- 
countered by the general surgeon and is 
amenable to relief by surgery if the diagnosis is 
made sufficiently early and an adequate oper- 
ation performed. Our operative management of 
these cases has changed considerably in the past 
five years and this has resulted in a lower oper- 
ative mortality. Three hundred and seven 
(307) patients with carcinoma of the colon and 
rectum have been operated upon at the Clinic. 
We wish, however, to review those cases treated 
from nineteen hundred and twenty-eight to 
nineteen hundred and thirty-three inclusive- 
ly, since the operative management has been 
improved and standardized during this pe- 
riod. Two hundred and two (202) patients 
with carcinoma of the large intestine were 
operated upon during this time. In this 
group, seventy-eight (78) occurred in the 
colon while one hundred and twenty-four (124) 
were found in the rectosigmoid and rectum. In 
a consideration of carcinoma of the large intes- 
tine, based on the anatomy of the two regions, 
these patients readily fall into the two groups 
of rectal and colon lesions. The portion of the 
colon from the cecum to the redundant portion 
of the sigmoid is so readily mobilized that seg- 
ments can be removed preserving the blood sup- 
ply of the remaining portion and permitting ap- 
proximation of the divided ends either by im- 
mediate suture or by a Mikulicz plan of anasto- 
mosis. The rectum cannot be mobilized and 
moved in the same way without destruction of 
the blood supply, and suture in the greater por- 
tion of the rectum not covered by peritoneum is 
inadvisable. Cases of carcinoma of the colon 
and sigmoid will be excluded in this discussion 
and the operative management of one hundred 
and twenty-four (124) patients with carcinoma 
of the rectosigmoid and rectum will be reviewed. 
These patients have been operated upon by 
three surgeons using the same methods and the 
material presented represents the work of all. 
The diagnosis of cancer of the rectosigmoid 
and rectum should not be difficult in suspected 
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eases. Too little attention has been paid in the 
past to the earliest symptoms that occur and all 
too frequently, these patients have come to the 
surgeon because of obstruction or symptoms due 
to spread of the disease beyond the bowel. If 
the operability of patients with cancer of the 
rectum is to be increased, it must come through 
education of the lay public to seek medical ad- 
vice on the first appearance of blood, mucus or 
change in their bowel habits. In these suspected 
cases, it is necessary for the physician who is 
consulted to do a careful rectal examination. If 
this is negative, it should be followed by procto- 
scopic examination and barium enema. As has 
been frequently pointed out by surgeons inter- 
ested in this subject, the presence of hemor- 
rhoids discovered by digital or anoscopic exam- 
ination, does not prove these to be the source 
of the symptoms unless a lesion higher in the 
bowel is ruled out. 

Fortunately, cancer of the rectum in most 
cases is slow-growing and remains confined to 
the bowel for a considerable period of time be- 
fore lymphatic involvement occurs. In the 
past ten years, the operability rate in our 
eases has gradually risen from fifty per cent 
to sixty-two per cent in nineteen hundred 
and thirty-two;—that is, in this last year, 
sixty-two per cent of the patients operated 
upon had growths which could be submitted 
to radical resection. Fifty-eight cases or for- 
ty-seven per cent of this series were inoper- 
able. It is. very difficult to determine oper- 
ability by rectal and abdominal examination, 
previous to operation of this group. In nine pa- 
tients, definite extension and fixation in the re- 
gion of the prostate or uterus, extension to the 
inguinal glands or liver or other probable ab- 
dominal masses were demonstrated and no oper- 
ation was performed. Five patients had abdom- 
inal exploration, were found to be inoperable 
and in the absence of actual or impending ob- 
struction, only exploration was done. In the 
remainder, a permanent colostomy was estab- 
lished. We feel that colostomy in addition to 
relieving obstruction as well as preventing its 
later occurrence, adds greatly to the comfort of 
these patients. It has not prolonged life in these 
cases. In order not to make the colostomy any 


issue greater burden than is necessary, it is important 


to instruct these patients in the care of this ar- 
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tificial anus. In most cases, it is best done by 
means of a constipating diet with a movement 
every second or third day by means of a colos- 
tomy irrigation. It is best in addition to take a 
small rectal enema once or twice each week to 
clear out the tumor-bearing segment of the 
bowel of its discharge. 

The operative mortality following colostomy 
in the inoperable cases may be high due to the 
poor condition of these patients. In the group 
of forty-four patients where a colostomy was 
done, five died following operation (eleven per 
cent) a mortality which is equal to that follow- 
ing resection in favorable cases. The average 
length of life in the inoperable cases has been 
approximately one year while only one has lived 
longer than two years. While this group of pa- 
tients is very discouraging to deal with, we feel 
that colostomy is worth while in most patients. 

There is a small group of patients with carci- 
noma cf the rectum in whom the operability is 
doubtful, in whom there is considerable spread 
to the regional glands, attachment to bladder, 
small intestine or peritoneum. If resection is 
carried out in these cases, it must be considered 
as a palliative resection. In those cases of this 
type that we have submitted to resection, we 
have usually regretted doing it and felt that 
it was not justified by the results. This is even 
more true in cases with involvement of the liver. 
While increased comfort may be gained by re- 
section of such primary lesions, the short dura- 
tion of life and the high operative mortality, we 
feel, contraindicate resection. 

Resection of the rectosigmoid and rectum was 
performed in sixty-six (53%) of the one hun- 
dred and twenty-four cases in this series. Six- 
ty-one were considered favorable cases, while 
five were of the type that might be termed ‘‘pal- 
liative resections.’’ We believe that no one type 
of operation is adaptable for all lesions of the 
rectosigmoid and rectum. Previous to nineteen 
hundred and twenty-eight, the abdominoperi- 
neal resection in one stage (Miles) was employed 
as a routine. This resulted in a high operative 
mortality. Since that time four types of oper- 
ations have been utilized. The type to be used 
in the individual case cannot usually be decided 
upon before abdominal exploration. The four 
types of operations which are now utili are 
the following: first, the abdominoperineal re- 
section in one stage (Miles); secondly, the ab- 
dominoperineal resection in two stages after the 
method described (F. H. Lahey) in nineteen 
hundred and twenty-nine; thirdly, abdominal or 
anterior resection in one stage; and fourthly, 
loop colostomy and posterior resection in two 
stages. The Miles type of resection is carried 
out only in the very good risk patients without 
symptoms of obstruction. There seems to be a 
general feeling in this country at present that 
the Miles type of resection should be done much 
more frequently. Because of our previous ex- 
perience, we feel that the too wide use of it will 


result in a prohibitive operative mortality. 
most cases, we prefer the abdominoperineal re- 
section in two stages. The advantages of this 
operation will be bri presented later in the 
discussion together with a consideration of its 


technique. 
In a small p of patients where the lesion 
is located high in the rectosigmoid, a resection 


can be carried out entirely by the abdominal ap- 
proach, leaving a small segment of rectum and 
anus below a reconstructed peritoneal floor. 
When this operation is done a drain should be 
inserted through the perineum up to the stump 
of buried rectum. In properly selected 
there is little danger of recurrence in the — 
stump. The erior or perineal resection is 
particularly adaptable to the poor risk patients 
and particularly in those who are very obese. 
In our opinion, the conservation of the anal 
sphincter should not be attempted in carcinoma 
of the rectosigmoid and rectum. Likewise any 
operation which results in a perineal cy! 
is usually much less satisfactory than the o 
nary left-sided colostomy. 

The resections done in this series are divided 
as follows: 


Tyre or OPERATION—66 Resections 


33 

Miles 5 
Anterior Resection 11 
Posterior 16 
Local Excision 1 
All Types 66 


It is very important to have these patients in 
the best possible condition at the time of opera- 
tion and all measures for accomplishing this 
should be carried out. In the cases uncompli- 
cated by obstruction, a two or three day period 
is sufficient for this purpose. It is advantageous 
to have the bowel as empty as possible and this 
can usually be accomplished by means of re- 
peated enemata. A mild saline purge is fre- 
quently given although it should not be used the 
day before operation. It is especially necessary 
to empty the bowel of barium. Fluids, of course, 
and a low residue, high caloric diet are given. 
If the hemoglobin is below seventy, blood trans- 
fusion is done. 

In the presence of definite bowel obstruction, 
a preliminary operation is carried out. We pre- 
fer a left-sided colostomy for the relief of ob- 
struction in most cases; however, in long-stand- 
ing obstruction, cecostomy is resorted to. Ade- 
quate drainage in these cases is essential and 
cannot be obtained by a tube cecostomy or ileos- 
tomy. In these cases, we bring a portion of the 
cecum through the abdominal wall so that when 
it is opened, a large opening is present. In order 
to accomplish this, approximately one third of 
the circumference of the cecum must be deliv- 
ered through the wound. After the immediate re- 


lief of obstruction, irrigation can then be carried 
out satisfactorily. These fistulae may close spon- 
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taneously or 1 operative clo- | (Fig. I) so that the distal segment of bowel has 
sure. In three patients, the p drain-| an adequate blood supply. One surgeon has re- 
age was placed in the transverse colon. In pa-] ported to us that the blood supply to the lower 


Spinal anesthesia, combined intratracheal 
ethylene anesthesia and local anesthesia have 
been used. Local anesthesia is very unsatisfac- 
tory and is used only in the preliminary opera- 
tions for the relief of obstruction. Spinal anes- 
thesia is preferred when applicable because of 
the very satisfactory relaxation that it gives. 
This is of sufficient duration to permit the com- 
pletion of the abdominal portion of the opera- 
tion and can be supplemented if necessary b 
nitrous oxid or ethylene for the completion of 
the perineal part. In the poor risk patients, 
ethylene is administered through an intratra- 
cheal catheter using local infiltration of the 
wound for additional relaxation. A small 
amount of ether can be given for closure. This 
is the safest form of anesthesia for these cases. 

It will be seen from the figures presented that 
we choose the two-stage abdominoperineal re- 
section most frequently, since thirty-three or fif- 
ty per cent of the resections were of this type. 
Since the operation we employ was originally 
described from this Clinie we should like to re- 
port our experience with this. A number of sur- 
geons, who have felt that it was advantageous 
in many cases, have reported to us their satis- 
faction with its employment. The operation that 
we now do is essentially the same as originally 
described, but has been modified somewhat as 
shown in Figures I to IX. At the first opera- 
tion, the primary incision may be either a lower 
midline or left rectus. There are certain advan- 
tages in utilizing the left rectus incision (Fig. 
I, inset). Since the first stage deals primarily 
with the sigmoid, (Fig. I,) it is somewhat easier 
to mobilize this through the lateral approach 
and it is easier to close the peritoneum laterally 
(Fig. III) between the divided bowel and the 
left parietes. The lateral gutter is always closed 
in order to prevent small bowel obstruction. 
Where the lateral incision is used, the secondary 
stab incision is then made suprapubically. (Fig. 
II.) When this has been done, it permits the 
abdominal incision at the second stage to be 
made through a new area uncomplicated by pre- 
vious incisions, less adhesions are encountered 
and it is somewhat easier to mobilize the im- 
planted distal segment. (Fig. VII.) However, 
a curved clamp is necessary in order to be able 
to place it on the bowel through the stab wound 
in the midline. (Fig. II.) The sigmoid is di- 
vided at the first stage, (Fig. II,) drawing out 
the proximal bowel through the lateral incision 
in the usual place for a permanent colostomy. 
The mesentery is divided down to but carefully 
preserving the superior hemorrhoidal vessels 


segment was interfered with, causing a slough of 
the implanted loop. Fortunately, the slough 
did not extend below the peritoneum and the 
second stage was carried out successfully and 
without serious complications. 

In the presence of a partial obstruction, the 
proximal loop can be drawn out sufficiently so 
that after the wound has been closed, a tube 
can be placed in the bowel for immediate drain- 
age. Otherwise, the clamp is left on the prox- 
imal segment for thirty-six to forty-eight hours. 
This obstruction is well tolerated without dis- 
comfort for this period of time. The lower 
clamp is removed in six days, following which 


Y | through and through irrigations are carried out 


three times daily as illustrated in the accom- 
panying figure. (Fig. VI.) These irrigations 
are continued for seven to ten days, allowing the 
patient out of bed after the eleventh or twelfth 
day. The second stage of the operation is car- 
ried out usually about the fifteenth day. The 
suprapubically implanted distal bowel is freed 
through the lower median incision (Fig. VII 
and the superior hemorrhoidal vessels liga 
and divided. (Fig. VIII.) From this point the 
operation is the same as the Miles resection. 
After the rectal attachments are divided, it is 
usually n to remove a segment of the 
bowel before placing the remainder of the rec- 
tum in the hollow of the sacrum. Great care is 
used in restoring a firm and adequate pelvic 
peritoneal floor. (Fig. VIII, inset.) In women 
this suture line is usually reinforced by the 
uterus, while in men, a considerable portion of 
the peritoneum is freed from the bladder so that 
this suture line is without tension. 

The perineal part of the resection has no un- 
usual details. (Fig. IX.) Formerly this was 
carried out with the patients placed on their ab- 
domens but this resulted in rather severe depres- 
sion as evidenced by a fall in blood pressure. 
All of the perineal resections of this series have 
been performed with the patient on his side. 
This slight shift in the position on the operating 
table produces only a moderate fall in pressure 
and the operation is no more difficult in this 
position. The perineal part of the operation is 
much easier if the rectum has been freed well be- 
yond the tip of the coecyx, behind and aw 
from the bladder, vagina or prostate. If this is 
done, it may be unnecessary to remove the coc- 
cyx. While we have removed the coecyx in most 
cases, it frequently results in postoperative pain 
in this region which may last for many months. 
This will be obviated if the coecyx is left in 
place, although we do not hesitate to remove it 
if it improves exposure. 

We feel that the advantages of this operation 
that were presented in the original communica- 
tion have amply borne out by subsequent 
experience. It is very important, we feel to 


a 
tients with partial obstruction, with either the 
Lahey type of resection or posterior resection, 
the obstruction can be satisfactorily relieved do- 
ing the ordinary first stage of either of these 
operations. 
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FIGURES I-V. RESECTION OF THE RECTUM, FIRST STAGE. 


FIGURE I. a left rectus 
is mobilized by divisior. of the parietal 
mesentery is divided vertically down to, 
superior hemorrhoidal vessels. The inset 
position of the primary and stab 


manent end colostomy, is attached to the lateral parietal perit- becoming adherent along the line 
oneum to preclude the possibility of small intestine strangu- 
opening. The distal bowel is pulled through the 


have the bowels moving no through an es- | tumor-bearing segment of bowel by means of the 
tablished colostomy before a radical resection is | irrigations between stages, is one of the most im- 
done. This, of course, can be accomplished by | portant features. Peritonitis was the chief cause 
any two-stage operation. The cleansing of the | of death in our cases previous to the employment 
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FIGURE V. n resection of the rectum completed. 
remain both the. proximal and distal ends of the 
bowel which bold them securely in the wound until firm adhe- 
sion takes place. The upper clamp is removed in forty-eight 
The bowel is not 
sutured at any point to anchor it in the wound. 


FIGURE VI. A diagram showing 
of the isolated tumor bearing segment of bowel. Beginning 


the methods of irrigation 

on the fifth or sixth day, irrigations are carried out three times 
Gaily until the ae fluid is clear. 
is obstructing and does permit th 


and the lower portion with a rectal tube. Irrigations are 
carried out for seven to ten days when the second stage is done. 


of this operation but since its use, only one pa- 
tient has died of peritonitis which was dus ¢0 to 
the failure of the pelvic peritoneum to hold. In 
four of these operations, the bowel has been 
opened during the abdominal dissection and 
peritonitis did not occur. In an uncleansed seg- 
ment of bowel this would have resulted fatally. 
Surgical shock is much less frequently seen than 
after the one-stage operation. 

Three objections might be presented to this 
type of resection. The operation is not divided 
into two equal stages but we know of no means 
of doing this whereby as much bowel and mesen- 
tery can be removed as in this or the Miles 
resection. Again, the colostomy as performed in 
this first stage, is more of a surgical procedure 
than simple colostomy. It has been su 
that the second stage is more difficult because 
of reopening the abdomen a second time. This 
difficulty has not been evident in our experience, 
particularly where the left-sided incision is used 
for the first stage. It is a definite help to an- 
chor the omentum at the first stage over the di- 
vided mesentery of the sigmoid. (Fig. IV.) In 
addition, these adhesions are fresh and readily 
separated by gentle blunt dissection. We be- 
lieve that these minor objections are much more 
than compensated for by the advantages of the 
method and the results obtained. 

A considerable operative mortality must be 
expected after radical operation for cancer of 
the rectum. In this group of sixty-six operable 
patients, resection was performed in sixty-two 
with five deaths, an operative mortality of 8.1 
per cent. Forty-five consecutive resections of 
the rectum were performed without mortality, 
the last death occurring in September, nineteen 
thirty-three while the one previous to that oe- 
curred in February, nineteen thirty. Three of 
the deaths occurred after the Lahey type of re- 
section. The first in nineteen twenty-nine died 
on the first day after operation from surgical 
shock; the second death occurred in February, 
nineteen thirty, twelve days after operation 
from pneumonia; while the third died in Sep- 
tember, nineteen thirty-three on the tenth day 
from peritonitis. Another death occurred in 
nineteen twenty-nine following another type of 
abdominal perineal resection in two stages; this 
occurred on the ninth postoperative day from 
pneumonia. Eleven anterior or abdominal re- 
sections were done without mortality. Fifteen 
posterior or perineal resections were done with 
one operative death, which occurred on the 
fourth day after operation from peritonitis. 

In addition to the five deaths after radical re- 
sections, four deaths occurred following colosto- 
my. Autopsy showed that two were due to pul- 
monary emboli, one caused by pneumonia, while 
the fourth was due to central necrosis of the 
liver. 

Although the operative mortality after resec- 
tions was 8.1 per cent, we feel that all the deaths 
in operable cases should be included in order to 
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FIGURE VII. The insets, a and b, show the preliminary 
closure of the implanted distal segments be 
red. The colostomy is then walled off 
nal preparation done. The abdomen is opened 
and the hand introduced 


adhesions of the 
manner the implanted loop can be quickly 
wound. 


FIGURE IX. The perineal excision is done in a modified 
The inset shows the removed 


8s coccyx and the 
. The entire segment of the bowel is 


= delivered from the hollow of the sacrum and the levators 
attachments A loose gauze pack is placed 
in the cavity and the wound loosely closed. 
state the mortality correctly with the five deaths 
after resections and four deaths after colostomy ; 
the total operative mortality is 13.6 per cent. 
While the total operative mortality in these 
eases was thirteen and six-tenths per cent, the 
fact that for one period forty-five consecutive 


FIGURE VIII. The end of the bowel is covered with a sheet 
rubber dam; the entire freed up and pulled down- 
ward when the superior hemorrhoidal vessels come into view 
and are ligated and divided. The pelvic peritoneum is then 
incised as indicated and the entire rectum freed up from the 
hollow of the sacrum. After freeing it laterally and anteriorly 
from the bladder and prostate or vagina the segment is 
in the hollow of the sacrum. At times a portion must be 
if the segment is too long. The inset shows the 
ruction of the pelvic peritoneum. 


resections were done without mortality, indi- 
cates that in the favorable and uncomplicated 
cases, a mortality of under ten per cent may be 
maintained. . 

All patients are transfused routinely after the 
abdominoperineal resection and whenever indi- 
cated in resections of any other type. This has 
materially lessened the incidence of surgical 
shock. Peritonitis has occurred but once in this 
series whereas in a previously studied group it 
occurred in seven of eight fatal cases. The com- 
mon pulmonary complications of pneumonia 
and pulmonary embolus seem to be unavoidable 
in an occasional case. It seems that the circula- 
tion can be definitely improved between 
by having the patients up for several days be- 
fore carrying out the second stage. Abdominal 
wound infection is not infrequent but clears up 
readily under ordinary measures. The perineal 
wound is irrigated for two or three weeks after 
operation and the perineal sinus requires one to 
three months to entirely close. Cystitis is the 
most common postoperative complication. Both 
male and female patients are placed on constant 
drainage for five to ten days following resec- 
tion. Bladder irrigations help to diminish the 
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infection and make the patient more comforta- 
ble. We have not been able to avoid this com- 
plication and feel that it is due to the necessary 
trauma to the bladder, prostate and urethra in 
carrying out a radical excision of the perirectal 
tissues. 


The end results in favorable cases of carci- 
noma of the rectum that have been submitted to 
radical excision are satisfactory. Forty-two per 
cent of the patients operated upon in this Clinic 
previous to nineteen twenty-nine, have been well 
and free of recurrence over five years. In order 
to get a general idea of the results that can be 
expected in patients with carcinoma of the ree- 
tum, it can be stated that a little more than half 
of the cases coming for examination are oper- 
able. Approximately half of this group survive 
a five year period without recurrence, so that it 
can be said that one patient in four with cancer 
of the rectum can be relieved by surgery. This 
incidence of relief compares favorably with can- 
cer in other locations in the body. With ear- 
lier diagnosis, a lowered operative mortality and 
i operation, better results can be ex- 
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DISCUSSION 


Dr. Frank H. Laney, Boston, Mass.: I think that 
there are three features about cancer of the rectum 
which we should always have in mind. One is 
physiologic, that is, the rectum is a storage place; 
therefore, since feces must be stored there, nature 
has supplied it with a limited number of lymphatics. 
That is a good feature from the point of view of not 
having metastasis. Next, the type of lesion is benign. 
Most of these lesions are adenocarcinomata or malig- 
nant adenomata and the fact that such a large num- 
ber are adenocarcinomata makes one even more con- 
vinced that a great majority of them are like the 
degenerated adenomata of the thyroid, originating 
in previously existing benign adenomata. Next, the 
rectum lends itself almost ideally to complet@ sur- 
gical removal together with its adjacent lymphatics 
and so, all in all, as is proved by end results of 
everyone who has dealt with the subject, it is an 
extremely favorable field. 

There are, however, I think, some features on the 
other side and they are that patients and doctors 
seem to have a repugnance to a rectal examination. 
Patients do not like it and doctors apparently do not 
like to do it and so many of these patients do not 
have early discovery of their lesions. 

The other thing is that patients and doctors do not 
like to submit patients to the expense and the in- 
convenience of bismuth enemata and that must be 
overcome. Furthermore, we must discount the fact 
that many of these bismuth enemata are going to 
prove negative and, therefore, we must forewarn 
patients that many of them will prove negative, and 
so we will not suffer the rebound of putting them 
to the expense of an enema and have them say after 
it is all over, “That was a useless expense.” That 
is the sensitive point in many doctors’ minds that 
often defeats the purpose of early examination. 

I think we must do many more bismuth enemata 
on suspicion, expecting the fact that many will be 
negative, if we wish to make early diagnoses. 

We have a large series of rectal malignancies. 
Many of the lesions of carcinomata of the rectum 


be latent. When patients have any uncomfortable 
feeling in the rectum pass blood, or mucus or when 
any patients over t.irty-five have any alteration in 
bowel function, they should have a bismuth enema 
and if there is any suspicion on rectal examination, 
they should also have a proctoscopic examination, 
which is simple to do. By proctoscopy and sig- 
moidoscopy many early lesions are discovered that 
cannot be discovered by digital examination. 

As to this operation, for which I am largely re- 
sponsible, I can only say the more we use it, the 
better we like it, and a number of my friends through 
the country have used it and like it. I believe it is . 
a very safe procedure. It does two things: It ex- 
cludes the lesion by segregating into the pelvis the 
feces-filled segment and establishes the colostomy 
and most important, it permits the cleansing of the 
rectum. Occasionally everyone will tear the rectum 
open in taking a carcinomatous rectum out posterior- 
ly; one cannot help it. If the lower segment has 
been segregated, cleansed and irrigated with mer- 
curochrome, if it is torn open, there will usually 
not be contamination of the posterior space. A great 
majority of them done by this plan will heal by 
first intention, and, with first intention healing of 
the posterior part, most of the patients can be up 
and around and leave the hospital in two and one- 
half weeks. 

Compare this with the open posterior wounds that 
are sloughing and discharging, and I think this point 
has a good deal to do with the mortality. I believe 
that this plan of segregating the lower segment will 
definitely cut down the mortality in these cases with- 
out in any way limiting the radical extent of the 
operation. 

Dr. Leann S. McKirrrick, Boston, Mass.: I am 
very sorry that Dr. Jones isn’t here to say a word 
about a subject in which he has been so intensely 
interested. No one associated with him as I have 
been for a period of years could fail to grasp the 
enthusiasm with which he has worked for these pa- 
tients, or to commend Dr. Lahey and Dr. Cattell 
for operating upon 62% per cent of their patients 
with a mortality of only 13 per cent. 

Without question, this splendid series of 45 cases 
without a death is due in part to the procedure which 
they have developed, but I think even more than 
that to the skill of the surgeons who have done the 
operations. I fear there may be a tendency to give 
undue credit to the details of a given operation 
rather than to certain fundamental principles ex- 
ecuted with increasing experience and skill. Doctor 
Jones makes use of five different operations in meet- 
ing the many problems presented by this group of 
patients. Undoubtedly Dr. Lahey’s operation is go- 
ing to be a valuable addition to our present pro- 
cedures. I feel quite sure, however, that there is a 
group of poor risk patients from causes other than 
obstruction, whose lesion is too high to satisfactorily 
remove from below after a simple colostomy, who 
will not stand the combined abdominoperineal pro- 
cedure in one stage and for whom the two-stage 
operation as developed by Dr. Jones is an excellent 
one. I should like to stress however that, given the 
opportunity, an interest in and an understanding 
of the fundamentals of diagnosis, preparation and 
operation upon patients with cancer of the rectum 
are the factors of greatest importance in increasing 
our operability and decreasing our mortality. 


Dre. R. B. Carr: In patients with complete 
obstruction due to carcinoma of the rectum it is 
sometimes necessary to do a loop colostomy. This 
makes a later abdominoperineal resection of the rec- 
tum more difficult due to the necessity of leaving a 
blind end of bowel distal to the colostomy. We 


are discrete, round lesions on one side, and so do 
produce symptoms or obstruction, and tend to 


feel that it is inadvisable to leave a blind end with- 
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in the peritoneal cavity. 


be left, which when 
of the operative incision and anchored to the perit- 
oneum. This area can be drained drawing the mus- 
cles and fascia over it. It is for the same reason 
in doing an anterior or resection where 


In such instances a suffi-|a stump of the rectum is left in a 
cient portion of the bowel below the colostomy can | ity that we think it very important to put a 
closed off can be brought out, drain up to the stump to tak 


care of possible 
fection. With the avoidance 
colon and withdrawal of blind 
oneal cavity, peritonitis 


— 
SICKLE CELL ANEMIA* 


A Report of Eight Cases, One With Necropsy 
BY JOHN C. CORRIGAN, M. D., t AND IRVING w. SCHILLER, M. p. 


ICKLE cell anemia, so far as we know, has 
not been the subjeet of a report from New 
England. In the past year, eight cases of this 
disease have been observed in the Boston City 
Hospital. This blood dyscrasia may present 
protean manifestations and has been known to 
masquerade under such diagnoses as rheumatic 
fever, tuberculosis, acute appendicitis, syphilis, 
and obscure anemias. use these conditions 
are seen daily by clinicians, we feel that atten- 
tion may properly be called to sickle cell anemia 
as worthy of consideration in the differential 
diagnosis of the more perplexing cases. In a few 
of these patients a simple blood examination 
may establish the diagnosis and save a large 
number of elaborate laboratory procedures. A 
drop of the patient’s blood drawn on a cover 
slip and inverted on a glass slide and sealed with 
vaseline may demonstrate the alteration in the 
shape of the red cells known as ‘‘sickling’’. 

In 1910 James B. Herrick’ reported a case 
because of unusual blood findings in which ‘‘the 
shape of the reds was very irregular, but what 
attracted attention was the large number of 
elongated sickle-shape and _ crescent-shape 
forms. During the next thirteen years three 
similar cases with sickled erythrocytes were de- 
scribed in the literature by Washburn’, Cook 
and Meyer“, Emmel’® and Mason“, and to this 
last observer we owe the term ‘‘Sickle Cell An- 
emia.’’ It was not until 1923 when two papers 
were published by Sydenstricker et al“ and 
Hueck“ that attention was called to the impor- 
tance of the condition, and established sickle 
cell anemia as a definite disease entity. Since 
this time an increasing number of noteworthy 
articles and case reports have appeared in the 
literature’: 8, 9, 10, 30, 31, 32, 34 

The term Siekle Cell Anemia’’ has been 
used in a very broad sense to inelude, not only 
those individuals who have evidence of the dis- 
ease, but also a larger group of individuals ap- 
parently in good health who present no abnor- 
mality other than the phenomenon of sickling 
under certain conditions. About seven per cent 
of all Negroes fall into this group“ 12. 1 We 


*From the First and Third Medical Services (Tufts) of the 
Boston City Hospital, and the Department of Medicine, Tufts 
Medical School. 


?Corrigan, John C.— Resident Physician, First and Third Medi- 
cal Services, Boston City Hospital. Schiller, Irving W.—Resi- 
dent Physician, First and Third Services, Boston City 
Hospital. For records and authors see “This 
Week's Issue,” page 437. 


prefer to designate this latter group as ha 

the ‘‘Sickle Cell Trait’’ or ‘‘Sicklemia,’’ an 
reserve ‘‘Sickle Cell Anemia’’ for those with 
definite evidence of the disease either in the la- 
tent or active form. 

This report is concerned with eight cases of 
sickle cell anemia.* The clinical notes on these 
patients are given in the following case reports: 
the blood studies are summarized in chart I. 
On the basis of these and the other cases pre- 
viously reported a discussion of the disease is 
given. 


CASE REPORTS 


Case I. A 23-year-old colored female was admitted 
to a Surgical Service for excision and d of 
an abscess over the sternum of four months’ dura- 
tion. So far as she could recall, she had always 
been in poor health. She had been subject to fre- 
quent chest colds and had had numerous attacks of 
muscle and joint pains. She had had chronic leg 
ulcers over a period of four years. On admission 
to the hospital, the abscess was incised and creamy 
pus obtained. She was first seen by us because of 
anemia and “cardiac condition” and she was trans- 
ferred to the Third Medical Service. 


The patient had always been cared for by her 
aunt, and attempts at obtaining an accurate family 
history were always unsuccessful. Known contact 
with tuberculosis was denied. “All diseases which 
she suffered in childhood were very severe.” She 
had no operations or injuries. Catamenia had al- 
ways been irregular since onset at 19 years. 
Examination disclosed poor general development 
and marked malnutrition. The breasts were under- 
developed, and pubic hair almost absent. She showed 
distinct pallor, most marked in conjunctivae and 
mucous membranes. Her sclerae were of greenish- 
yellow tinge. The tonsils were moderately enlarged. 
The chest was emphysematous and both lungs 
showed areas of consolidation scattered through the 
bases, with many fine moist rales throughout the 
patches. The apices were clear. The heart was en- 
larged to the left and right. A loud blowing systolic 
murmur was heard at the apex and the pulmonic 
second sound was abnormally accentuated. There 
were two large incisions over the sternal abscess, 
through which purulent material was draining. The 
liver extended three fingerbreadths below the mar- 
gin of the ribs. The spleen could not be felt. Ex- 
ternal genitalia were infantile in character, and 
the uterus was very small. A large ulcer was pres- 
ent over the lower portion of the right leg, and 
there were two large ulcers over the malleoli of the 
left leg. There was lymphadenopathy in the cer- 
vical, epitrochlear, and inguinal regions. 
Laboratory: Blood smear (Wright's stain) showed 


»The patients in our series who showed only 
trait will be included in @ subsequent communication °o 


N. N. J. OF M. 
22, 1934 
cav- 
perineal 
in- 
the 

rit- 

tion. 
— 


— 
— 
“81199 Peipuny OM} JO 
Sujop ul uses Poo;q pel 30 sequINU om zusenden Ul oyLt 
JO “WE 9ST OF Jed HOTS 
shep § 22 0 0 0 87 Tt iF 6˙9 0 0 8˙0 08 oF IIIA 
shep 9 001 2˙0 0 831 88 1 6 OF OST 0˙01 8 9°0 27 IIA 
ZI 001 +0 90 0 68 0 77 eer OST 8 +1 09 6˙ 
shep 9 001 30 30 T 0 0 OF 0˙⁵ 1 L0 GL IA 
shep + 22 0 1˙0 3 oe 0 1 29 68 0 L0 29 7 A 
9 PA 0 0 T Tt 87 0 2˙0 9 oF Al 
FT 001 TO 0 or O Fb er 8˙81 0˙9 9 2˙0 6S 
8˙0 eg III 
2 0°09 9. +1 09 * 
shep 9 001 08 OF 9 ˙0 7 ¢ 19 0 1 18 0˙61 0˙81 91 2˙⁰ cr 
¢ 22 09 03 81 8˙9 * 99 1 Tt 9 PIT 381 6˙⁰ 94 63 
¢ 06 09 07 81 gg 0 L se 1 8 9 OT bP II 
SABP ST 001 08 Sc 8 oF 0 0 3s 0 0 81 3 +1 oT 
9 001 OOT OOT 001 0 8 08 2 68 8 ＋ 2 TT 
IZ 06 06 GL 0s 0 7 88 0 78 89 0°02 97 8 +1 61 tL’ 
Shep § 001 00 001 001 ¢ 1 0 08 O 8 tT 2˙61 81 8 +1 86˙ 
shep 001 08 OF 9 9 88 1 0 89 0˙81 97 8 1 TT 
IZ oot Oot 001 282 x 0 9 38 7 97 0˙ OF 81 +1 81 tL 1 
001 00 001 001 1 0 sé 0 9 8g OTS 21 L +1 0 Ls 
g 001 OF 9 9 9 1 0 29 17 +1 TT 
BSABP 9 08 09 09 0¢ 5 or 8 o 1 O LF L +1 02 eT 
0 02 06 7 £ II 0 1 67 91 9 6˙ 0€ oT 
de — — 
83 2 2 2 7 = 7 2 3 7 
* 2 2 2 — = 8 2 8 
E 
2 11 3 5 11 
11121 
9 
eM uf Junoo 119D uA 
D 
92 IIIA OL I SASVO—I LUVHO 


210 
34 


412 


N. B. J. OF M. 
FEB. 23, 1934 


sickle-shaped erythrocytes b 

are given in abstract in chart I. Additional labora- 
tory data are as follows: icteric index 35 to 38; van 
den Bergh positive in the indirect phase; bilirubin 
1.8 mgm. per 100 cc.; blood non-protein nitrogen 
33 to 38 mgm. per 100 cc.; total plasma protein 6.8 
Gm. per 100 cc.; blood calcium 7.8 mgm. per 100 
cc.; blood phosphorus 4.5 mgm. per 100 cc. Bleed- 
ing and clotting time were normal. Fragility test of 
erythrocytes was normal on one occasion and later 


FIGURE 1.» (Case I.) Stained blood preparation (Wright's 
stain). 


increased. Eight blood cultures were negative. 
Urinalyses always showed heavy trace of albumin, 
few white cells, and an occasional red cell and 


granular cast. Urobilin test on urine was strongly 


FIGURE 2. 
micrograph 


(Case 1.) 
taken after standing twenty-four hours at room 
temperature, showing 190 per cent sickling. 


Moist blood preparation, photo- 


positive. Gastric analysis showed no free hydro- 
chloric acid one hour after histamine stimulation. 
Serological tests: (patient febrile) Kahn, positive 
three times, Hinton doubtful once, positive twice, 
Wassermann negative. X-rays of chest showed con- 
solidation in lungs, cardiac enlargement, periostitis 
of bone beneath leg ulcer, general bone atrophy and 
trabeculation characteristic of sickle cell anemia. 
Dark field examination of ulcers negative; biopsy 
by Dr. Harold E. MacMahon showed non-specific 
chronic inflammatory tissue. Electrocardiogram was 
within normal limits. 


oo a indebted to Raymond Yeaton, M.S., Tufts College, 
photomicrography. 


Progress: Her course on the ward was charac- 
terized by marked diurnal swings in temperature and 
progressive emaciation until death during the Bags oA 
eenth week. At times there was pon oll 
gums and epistaxis. She complained of pains in 
her knees and ankles. On three occasions there 
were severe abdominal crises in which vomiting was 
the most striking feature. Examination of the ab- 
domen at these times showed slight generalized 
tenderness but no spasm. The liver rema 
palpable throughout, but the spleen was never felt. 
The ulcer over the sternum became chronic, but 
x-rays of the sternum and probing failed to give 
any evidence of osteomyelitis. Her lungs became 
generally involved with patches of consolidation and 
coalescence at the bases. A non- productive cough 
was frequently troublesome. Two weeks before 
death she had a generalized convulsion, but there 
were no subsequent neurological signs. 


— 


FIGURE 3 (Case 1.) Moist blood e showing 
clumping cells, a phenomenon frequently observed. 


Therapy: Patient received four blood transfusions. 
Twenty-one consecutive daily injections of liver ex- 
tract 343 (N.N.R.) intramuscularly showed no altera- 
tion in her blood picture. She was given iron and 
ammonium citrate 8-12 Gm. daily for a long period. 
Spleen extract (Armour)* and bone medullary ex- 
tract (Armour)* were apparently ineffective. High- 
vitamin and high-mineral diet with profuse quanti- 
ties of accessory vitamins A, B, C, D, and E were 
given in the form of Haliver oil, Vegex, fruit juice, 
etc. She also received ultraviolet radiation, but 
none of these procedures produced any change in 
the x-rays or alterations in her blood calcium stud- 


ies. 
During the last week she was profoundly weak, 
and slowly drifted off to death. 


PosTMORTEM EXAMINATIONt 


By William H. Holtham, M.D., 
Department of Pathology, Boston City Hospital 


The autopsy was performed 15 hours after death. 
The body was poorly developed and extremely emaci- 
ated. A small sinus, situated over the third inter- 
space, just to the right of the sternum, was drain- 
ing thick, purulent material. Large superficial ul- 
cers of the skin were present over the ankles. 

The heart weighed 360 grams and showed mod- 


*We wish to thank Armour and Co. for supplying this 
material. 

icrographs to be reported in detail in subsequent communica- 
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erate hypertrophy of both ventricles. Extensive 
caseous tuberculosis involved the mediastinal, hilus, 
aortic, mesenteric, and pelvic lymph nodes. Numer- 
ous caseous nodules were scattered throughout the 
lungs. A few were found in the kidney. A large 
retroperitoneal tuberculous abscess was located 
anterior to the sacrum with involvement of the fifth 
lumbar and first sacral vertebra and the interven- 
ing . Tuberculous ulcers were found in the 
ileum with small tubercles scattered over their 
serosal surfaces. 

The spleen, greatly reduced in size, weighed only 
0.87 grams, and had a pale, wrinkled, greyish-white 
surface. The splenic artery diminished progressive- 
ly in size, with thickening of the wall and narrow- 
ing of the lumen, as it approached the hilus of the 
spleen. On sectioning the spleen, many small foci 
of calcification were encountered. surface had 
a pale, brownish-grey, fibrous appearance and nor- 
mal markings were absent. 


FIGURE 4. (Case 1.) Leg ulcers. 


The kidneys were congested. 

The vertebrae, sternum, ribs and femur showed 
thinning of the cortex and trabeculae. The marrow 
of all these bones was dark red. 

The other organs and tissues were negative. 

The positive microscopic findings were as follows: 

Tuberculosis was found in the liver, bone marrow 
and sinus tract in the chest wall, in addition to the 
areas described grossly. The skin ulcers showed a 
non-specific inflammatory process. 

The capsule of the spleen was wrinkled. The 
parenchyma was composed of many trabeculae 
crowded together with a small amount of connective 
tissue between them. There were scattered areas 
of calcification in the capsule and trabeculae. The 
intima of the small arteries was thickened with 
narrowing of their lumina. No splenic pulp or 
Malpighian corpuscles were present. 


The liver showed extensive sclerosis of the cen- 
— — The sinusoids were distended by sickled 

cells. 

In the kidney, the glomerular capillaries were dis- 
tended by red cells. 

There was marked intimal thickening and exten- 
sive sclerosis of the media of the aorta, suggesting 
syphilis. 

The bone marrow was very hyperplastic. There 
were numerous islands of stem cells. Erythropoiesis 
was marked. Many erythroblasts, normoblasts, a 
great many nucleated red cells and sickled cells were 
present. Frequent mitotic — were found. A 
number of nucleated red 


Scattered islands of active white cell formation 
occurred. 

The liver cells and macrophages in the liver, 
lymph nodes and bone marrow contained hemo- 
siderin. Large amounts of hemosiderin were pres- 
ent in the epithelial tubule cells of the kidney. A 
very pale, yellowish-green to pinkish-brown, highly 
refractile, granular material was found in many 
liver cells and in numerous macrophages in the liver, 
lymph nodes and bone marrow. 

Large macrophages filled with sickled red cells 
were found in the sinusoids of the liver and in the 
sinuses of several lymph nodes. They were also 
found in the bone marrow. 


Case II. A two-year-old colored female was ad- 
mitted to the Pediatric Service because of failure to 
gain weight for four months, and diarrhea of one 
week’s duration. 

Mother and father were living and well; two 
brothers living and well; one sister, age six months, 
had been “sickly” almost since birth. 

Physical examination revealed an extremely dehy- 
drated and listless colored female child, unusually 
small for her age. The head was normal in size 
and shape. The fontanelles were closed, and there 
was no craniotabes. There was no evidence of scle- 
ral jaundice. There was a slight mucopurulent dis- 
charge from the nose, and both ears were discharg- 
ing thick yellow pus. The lips were dry. The 
teeth were normal. The tongue was coated, and 
the throat was moderately injected. The tonsils 
were hypertrophied and injected. The lungs were 
clear, and the heart was negative. The spleen and 
liver were not palpable. There were no scars or 
ulcerations of the extremities. The reflexes reacted 
sluggishly. 

On admission she was found to have bilateral 
bronchopneumonia which subsided after several 
weeks. Following this she continued to run a low- 
grade temperature for five weeks, which was at- 
tributed to the bilateral otitis media. 

The blood smear (Wright’s Stain) showed sickle- 
shaped erythrocytes. Other blood studies are shown 
on chart I. The urines showed strong test for 
urobilin, but were otherwise negative. Van den 
Bergh was positive in the indirect phase. Kahn was 
negative. The Mantoux test was negative. The red 
blood corpuscles showed slightly increased fragility 
to varying strengths of saline solutions. 

While in the hospital the patient received orange 
juice, cod liver oil, and iron and ammonium citrate 
3 grams daily. While under this treatment she 
picked up considerably and was discharged after 
three months to the Out-Patient Department. 


Case III. A seven-year-old colored male was re- 
ferred to the South Department for Contagious Dis- 
eases, Service of Dr. Edwin H. Place, with a diag- 
nosis of pertussis. He had been staying at the time 
of admission at a convalescent home following dis- 
charge from a local hospital where a diagnosis of 
sickle cell anemia was made. Family history was 
not significant. Parents stated that he had always 
been in poor health. At the age of three years 
he was operated on because of abdominal pain sim- 
ulating appendicitis and a normal appendix was re- 
moved. At that time he also had joint pains. Dur- 
ing the next three years he was readmitted on two 
occasions with the diagnosis of rheumatic heart dis- 
ease and adenotonsillectomy performed at the sec- 
ond admission. 

Several months before his present entry he was 
brought back to the hospital because of loss of 
weight, fever, convulsions, irritability and pains in 
knees and elbows. Examination at that time dis- 
closed a well-developed, poorly nourished Negro boy, 
appearing acutely ill. Respirations were rapid and 
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slightly labored. Mucous membran 


es were very 
pale; the neck was found to be slightly resistant 
on anterior-posterior flexion. His heart percussed 
1.5 cm. outside the nipple line, and a loud blowing 
systolic murmur was present, heard best at the apex. 
The lungs showed questionable diminished breath 
sounds over the entire upper chest. The abdomen 
was very tense, with moderate tenderness in the 
right upper quadrant. The liver was not felt; the 
spleen was hard and extended one fingerbreadth be- 
low the costal margin. There was generalized shotty 
lymphadenopathy. 

Blood studies showed sickle-shaped erythrocytes. 
The other blood findings are shown on chart I. (The 
first two readings have been taken from his previous 
hospital entry.) Urine showed slightest possible 
trace of albumin. Tuberculin test 1:1000 was nega- 
tive. Blood Wassermann was positive on two occa- 
sions (fever); doubtful on another; Hinton nega- 
tive on two occasions. X-ray films of the heart 
showed shadow larger than normal. 

The patient showed gradual improvement and at 
the time of discharge it was felt that sickle cell 
anemia accounted for his symptomatology. 

On admission to this hospital his condition was 
fairly good and there was no essential change in 
his blood picture. The spleen reached 3 cm. below 
the costal margin. There was no cardiac enlarge- 
ment but because of pathological accentuation of the 
pulmonic second sound and a moderately loud blow- 
ing systolic murmur, the question was again raised 
as to whether a diagnosis of rheumatic heart dis- 
anem 


Case IV. A twenty-seven-year-old married colored 
female, mother of cases II, V, VI, and VII. She was 
one of fourteen children who are living and well. 
Father has had “asthma” for many years. Her hus- 
band’s father died of “unknown disease” which she 
thinks was “anemia”. She complained of weakness, 


occasional attacks of abdominal pain, generalized | 


joint pains without local signs and paresthesias of 
the legs. Fresh blood preparations showed 75 per 
cent sickling after twenty-four hours. 


Case V. A seven-year-old colored male, who was 
admitted to the South Department, Service of Dr. 
Edwin H. Place, with varicella. Diet included ade- 
quate vitamin intake. First dentition appeared at 
fifteen months. He was always underweight, apa- 
thetic, and “never cared to play”. Adenotonsillec- 
tomy was done in the past because of frequent head 
colds. Has been subject to violent attacks of vom- 
iting followed by abdominal pains; has had indolent. 
ulcers, which left scars about both elbows; and pe- 
riods of yellow discoloration of the sclerae. Fresh 
blood preparations showed 75 per cent sickling 
twenty-four hours. 


Case VI. A four-year-old colored male, who was 
admitted to the South Department, Service of Dr. 
Edwin H. Place, with varicella. Adenotonsillectomy 
was done because of frequent colds. He has had 
periods of yellow discoloration of the scierae, in- 
dolent ulcers with residual scars about the elbows, 
and at times he has cried for several days, although 
the mother could not elicit any definite complaints. 
He has also had numerous attacks of abdominal pain 
and vomiting of two to three days’ duration. Fresh 
blood preparations showed .2 per cent sickling at 
once and a progression to 100 per cent after twenty- 
four hours. 

Case VII. 


A six-months-old colored female. She 


was delivered normally at full term; was breast-fed 
one month and then formula-fed with adequate 
amounts of cod liver oil and orange juice. She has 


been treated for “bronchitis” since three weeks of 
age. Her mother stated that the child did not ap- 
pear to develop normally since the third month. 
When seen by us she had bilateral otitis media, 
rhinitis, and acute bronchitis. Fresh blood prepara- 
tions showed .4 per cent to .2 per cent sickling 
once and 100 per cent after twenty-four hours 


Case VIII. A thirteen-year-old colored male, com- 
plaining of joint pains of four months’ duration. He 
had appendectomy two years ago and a normal ap- 
pendix was removed. Has had similar attacks of 
joint pains in the past; periods of chronic produc- 
tive cough. Fresh blood preparations showed 75 
per cent sickling in twenty-four hours. 


INCIDENCE 


The hereditary characteristic of the disease 
was established by Hueck“. It is a disease which 
occurs in young people. The average age in our 
series is ten years, the youngest six months, and 
the oldest twenty-seven years. Although our 
cases show an even sex distribution, in the re- 
ported cases males are affected more than fe- 
males in the ratio of two to one. The cases we 
are reporting occurred in Negroes, a finding 
which agrees with the usual race incidence. It 
must be indicated, however, that the existence 
of this condition outside the Negro race has defi- 
nitely been established® 1“. 16. 16. 17. 18, 


THEORIES OF FORMATION OF SICKLE CELLS 


Investigators of this subject have offered 
many theories as to the causation of the sickling 
phenomenon but at this time none of the expla- 
nations has met with universal acceptance. 
presence of nucleated sickle cells, both in the bone 
marrow and circulating blood, has been estab- 
lished® 2° (Cf. Case I), which suggests that the 
operative forces that influence the change in the 
shape of the red cell are equally active in both 
locations. 

Hahn and Gillespie“ in a series of experi- 
ments in which they introduced various gases 
(carbon dioxide, nitrous oxide, and hydrogen) 
into fresh blood preparations of persons with 
the sickle cell trait, found that they were able, 
in this manner, to transform the cells in these 
preparations into sickle-shaped erythrocytes. 


after | The sickle distortion they found to be a reversi- 


ble oxygen or carbon monoxide 
could induce restoration to the discoid form. They 
offer the hypothesis that sickle cell formation in 
vivo is probably induced also by anoxemia and 
they believe that disease of the heart and lungs, 
which is commonly present in this condition, 
plays an important role. Sydenstricker?? states 
that he found that the true sickle cells in the 
blood of an active case are absolutely unaffected 
by oxygen. 

Seriver and Waugh” demonstrated in vivo a 
direct proportion between decreased oxygen ten- 
sion and the degree of sickling: they produced 
circulatory changes in the arm by alternating 
the application of an Esmarch bandage with 


stimulation by heat and massage. In our at- 
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tempts at confirming these observations the re- 
sults have been inconstant. A factor to be con- 
sidered in the interpretation of these results is 
the variation that occurs in the percentage of 
sickling in immediate moist preparations made 
under similar conditions. Graham and Me- 
Carty" failed to find an increase in the percent- 
age of sickle cells twenty-seven hours after death 
in their heart’s blood specimen, taken under an- 
erobic conditions. It appears that further study 
of the ware 9] of oxygen tension in vivo should 
pursued**: 


SYMPTOMATOLOGY 


Sickle cell anemia may exist in either of two 
3 the latent and the active phase accord- 
to 1 clinical manifestations and the blood 
The patient with the latent phase may 
give a 12 of many or all the manifestations 
of the active phase some time during the past 
(Cf. Cases IV, V, and VIII). When they are 
seen by the physician, their complaints may be 
vague, their physical findings few in number 
and their blood picture essentially normal ex- 
_ cept for the sickling phenomenon. These vague 
complaints are weakness, shortness of breath, 
joint pains and easy fatigability, and are often 
associated with a history of chronic ill-health 
since early childhood. During the period of re- 
lapse, the syndrome of pajnful joints, fever, and 
leucocytosis suggesting rheumatic fever, may 
appear. The surgeon may be called because of 
the patient’s acute abdominal pain with scleral 
jaundice resembling gallbladder disease. Some 
of these patients have had appendectomy be- 
cause of vomiting, fever, and right lower quad- 
rant pain with spasm and tenderness (Cf. Cases 
III and VIII). Others come to the clinic for 
treatment of a chronic leg ulcer. The associa- 
tion of the anemia with respiratory infection is 
striking. Frequent attacks of sore throat, head 
colds, and pneumonia, are common. Tubercu- 
losis is often seen with this condition. 
Careful examination of the patient discloses 
the stigmata of ill health and, — defee- 
tive general and genital development. Pallor 
is present in proportion to the degree of anemia. 
The eyes may show a peculiar greenish-yellow 
type of scleral discoloration described by some 
observers as typical of the disease. Gen- 
eral lymphadenopathy is common. The lungs 
usually show congestive changes at the bases. 
Anderson and Ware“ report that cardiac en- 
largement may be present in about half of the 
cases and the problem of ruling out rheumatic 
heart disease may be difficult (e.g., Cases I and 
III). The anemia alone may account for the 
systolic murmur commonly present in the cases 
studied. Abdominal examination is usually not 
helpful. In about one-half of the cases the liver 
has been felt below the costal margin. The 
spleen is usually found to be markedly enlarged 
in young children, but seldom can be felt in the 
older age group. Finding of punched-out leg 


ulcers (cf. figure 4) suggesting syphilis is more 
likely in patients over fifteen years of age, but 
cases IV, V, and VIII of our series had healed 
scars consistent with this lesion. 

Dresbach** and others“ 27 have described the 
occurrence of elliptical erythrocytes not asso- 
ciated with anemia or other abnormality. This 
condition is seen in both the white and col- 
ored races, and the number of elliptical cells 
does not increase in sealed preparations. - 


PATHOLOGY 


The spleen, and to a lesser degree, the liver 
and bone marrow present the most inte 
pathological findings. Enlargement of the 
spleen, frequently very marked, occurs in in- 
fants, but atrophy sets in about the age of five 
or six years and may progress to almost com- 
plete disappearance of this organ. The weight 
of the spleen in our autopsied case was 0.870 


grams. 

Grossly the spleen shows increased consist- 
ency and thickening and wrinkling of the cap- 
sule. On cross section areas of infarction may 
be present. Microscopic examination presents a 
characteristic picture which Rich“ has de- 
scribed as the specific pathology of this disease. 
The splenic nodules (Malpighian corpuscles) are 
greatly diminished in size and show fibrosis and 
disappearance of the germinal centers. (In the 
spleen of case I these changes had progressed to 
total disappearance of the nodules and pulp.) 
The sinuses about the corpuscles are markedly 
distended with red cells, giving the appearance 
of islands of tissue floating in pools of blood. 
The splenic pulp is present in proportion to the 
size of the spleen and is either swollen and in- 
terspersed with numerous imbedded red cells 
or fibrotic and contracted. 

The liver, as a rule, shows enlargement. There 
is congestion and dilation of the sinusoids and 
degenerative changes in the liver cells. Sickle 
cells may be seen in the large macrophages. The 
bone marrow shows striking hyperplasia with 
numerous islands of stem cells, many nucleated 
red blood cells, a number of which are sickle- 
shaped. The inner cortex shows trabeculations 
which may be recognized in the roentgenograms 
taken before death. Hemosiderin is found gen- 
erally deposited in the cells of the liver, kidneys, 
lymph nodes, and bone marrow. 

The leg ulcers show non-specific inflammatory 
changes. 


Individuals with the sickle cell trait or latent 
sickle cell anemia may show no abnormal blood 
findings other than the presence of sickled eryth- 
rocytes. The sickle cells may be 
accidentally in a counting chamber preparation 
during a routine erythrocyte _ 

The active cases usually mt ( 
values varying from 30 to ater per cent 
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and a red cell count of 1.5 to 3.5 million per cu. 
mm. with a normal or elevated color index. In 
the very severe cases, the red blood count may 
drop to one million or less, and the hemoglobin 
to about 10 per cent. The white cell count 
ranges from 10,000 to 20,000 per cu. mm. and 
those with intercurrent infections may show 
from 30,000 to 50,000 per cu. mm. The differ- 
ential leucocyte count is not distinctive. At 
times an increase in the eosinophiles may occur, 
and myelocytes form the larger percentage of 
abnormal white cells present. Anisocytosis and 
' poikilocytosis are usually moderate in degree; 
there is moderate polychromatophilia; pune- 
tate basophilia is the rule. Nucleated red cells 
are found, and in one of our cases (case II) .01 
per cent of total red blood cells was seen to be 
nucleated that is, the number of nucleated red 
blood cells was approximately equal to the 
number of leucocytes on stained smear. The 
percentage of sickle cells in the stained prepara- 
tion varies from 0.5 to 5 7: cent or more, de- 
pending on the severity of the anemia. Phago- 
cytosis of the red cells by large mononuclear leu- 
cocytes is seen in both stained and fresh blood 
preparations. This phenomenon is stressed by 
many writers, but we were impressed by the in- 
frequency with which we observed it in the 
blood of our cases. Reticulocytes are found to 
be increased: Case II showed on one occasion as 
high as 56 per cent. Case I showed ‘constantly 
30 to 40 per cent with higher percentages on 
many occasions. The platelets are normal or 
slightly increased. The fragility of the red 
blood cells in the active cases is normal or slight- 
ly inereased to varying strengths of saline so- 
lutions. The coagulation and bleeding times are 
normal. The van den Bergh test is almost al- 
ways positive in the indirect phase. Blood cul- 
tures are negative. Gastric achlorhydria is usu- 
ally present. The urine shows low fixed specific 
gravity, large twenty-four hour amount, re- 
duced excretion of phenolsulphonphthalein and 
generally the presence of albumin in small 
amounts. Urobilin is constantly present in ac- 
tive cases. 


CHARACTERISTICS AND BEHAVIOR OF THE ERYTH- 
ROCYTES IN FRESH PREPARATIONS 


Fresh preparations of the blood, from patients 
with the latent or inactive phase of the disease, 
when made by bringing a clean cover slip in 
contact with a drop of blood and mounted im- 
mediately on a glass slide and rimmed with vase- 
line or paraffin show very little change in the 
red blood cells on immediate microscopic exam- 
ination. Rarely an occasional sickle-shaped cell 
may be seen. After standing, however, from 
one to six hours at room temperature, the prep- 
arations may show as many as 25 per cent dis- 
torted red cells, most of which have changed 
into bizarre elongated crescent-shaped forms 
with long, threadlike processes. At the end of 
twenty-four hours as many as 90 or 100 per 


cent of these unusual or bizarre-shaped red cells 
may be seen. 

In the active phase of the disease, when sickle 
cells may be found in the circulating blood, we 
have frequently observed 100 per cent crescent 
forms on immediate examination of moist prep- 
arations. Usually, however, one finds five to ten 
per cent on immediate examination of the fresh 
blood and a conversion to the maximum after 
standing at room temperature from twenty-four 
to forty-eight hours. If the fresh preparations 
from either the latent or active cases are pre- 
served at room temperature from three days to 
six weeks, many of the preparations will be 
— to have reverted to the normal discoid 

orm. 


PROGNOSIS AND TREATMENT 


Active sickle cell anemia is characterized by 
relapses and remission and the ultimate prog- 
nosis is uncertain. Sydenstricker believes that 
the prognosis for adults is good, but for chil- 
dren is guarded. He found a high rate of mor- 
tality in sickle cell anemia families, and all of 
his cases died of intercurrent disease. Woll- 
stein and Kreidel report two patients in whom 
the disease appeared to be the sole cause of 
death. Tuberculosis is prominently recorded as 
a cause of death in this disease“ 28. 

While the mechanism of sickling in this dis- 
ease remains unknown, it is likely that no sat- 
isfactory method of treatment will be found. 
Blood transfusions may tide the patient over a 
critical period, but probably have no lasting ef- 
fect. Full doses of iron, arsenic, and a high 
intake of vitamins apparently have no specific 
effect. We feel that liver is of no value in the 
treatment of this disease. Case I was given 
twenty-one consecutive daily injections of 5 ce. 
liver extract 343 N.N.R. without any apprecia- 
ble effect on the reticulocyte count or general 
blood picture. (The patient was constantly 
showing 30 per cent reticulocytes before liver 
was exhibited. ) 

Splenectomy is reported to be beneficial in 
the patients who present splenic enlarge- 
mentis. 16, 21. 31, 33, 35. 36 In the reported cases, 
more than half showed freedom from symptoms 
and some improvement in the general blood pic- 
ture, but the sickle cell trait remained un- 
changed. 


SUMMARY AND CONCLUSIONS 


1. Sickle cell anemia is a definite clinical en- 
tity of familial nature, the distinctive feature of 
which is the finding of sickle-shaped erythro- 
cytes in the patient’s blood. 

2. The literature on sickle cell anemia has 
been reviewed; the appearance of the disease in 
New England is noted for the first time. 

3. Three cases of sickle cell anemia are re- 
ported in detail, one with necropsy, and notes 
on five cases are recorded. 

4. The recognition of the sickle cells in fresh 
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— preparations is a simple laboratory proce- 

5. Sickle cell anemia may masq masquerade under 
such diagnoses as rheumatic fever, tuberculo- 
sis, acute abdominal conditions, syphilis, and ob- 
scure anemias. The high percentage of Negroes 
among those with this disease warrants the 
study of fresh blood preparations when such 
diagnoses are considered in patients of this race. 

6. The existence of sickle cell anemia has 
been established outside the Negro race, and 
should be considered in all perplexing blood 
problems. 

7. The histological findings in the spleen, 
liver, and the marked bone marrow hyperplasia 
are the prominent pathological findings; the 
0.870 gram spleen found in case I appears to 
be the — on record. 
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INCIDENCE OF SYPHILIS IN THE GENERAL POPULATION 
AND A COMPARISON OF THE KAHN AND 
WASSERMANN TESTS“ 


BY JAMES J. SHORT, M. p., t AND MARGARET F. KELLEY, M. A. f 


E incidence of syphilis in the general pop- 

ulation is a much discussed and mooted 
question. Many estimates have been made in 
former years based often on small and inade- 
quate statistics. In recent years a number of 
attempts have been made by health departments 
and by individual physicians to broaden the 
scope of the inquiry and obtain more adequate 
and accurate data. Kiser and Bohner in a re- 
cent article’ summarized much of the current 


„From the Laboratories of the Life Extension Institute, 
New York City. 

¢Short, James J.—Assistant Professor of Medicine, New York 
Post-Graduate Medical School, Columbia University. Kelley, 


Margaret F.—<Associate Director of Laboratories, Life Exten- 
gion Institute, New York City. For records and addresses of 
authors see This Week's Issue,“ page 437. 


literature on the subject and gave their own 
findings on the incidence of syphilis in private 
practice in 2,872 consecutive examinations made 
from September 1, 1925 to January 1, 1932. 
Table 1 contains a re-statement of their sum- 
mary together with their own observations. 

A study of the figures shows that the inci- 
dence of syphilis varies with the age and type 
of group studied. A group of young adult col- 
lege students, presumably above the average in 
intellect and social position, shows an incidence 
of only 0.2 per cent while a group of military 
recruits probably only a few years older on the 
average but drawn from the general white pop- 
ulation shows an incidence of 10.5 per cent. It 
is generally conceded that syphilis is consider- 
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ably move prevalent among the colored popula- 
tion of this country and the view is supported 
by the figures of Levin. The estimated inci- 
dence in the general population given by the 
United States Public Health Service and the 
New York State Department of Health is notably 
lower than from other sources; incomplete re- 
porting is usually mentioned as the reason for 
the low figures. In a recent statement from the 
Department of Health of New York City“ the 
incidence of syphilis in the population of six 


million for upstate New York is assumed to be 


per cent. Probably the fact, as they state, that 
these were drawn from a well-to-do and middle 
class population accounts for the rather low 
findings, offsetting the elevating influence of ill- 
ness. An established stable citizenry would be 
expected to furnish fewer cases than a group 
which included derelicts and floaters. 

A consideration of some of these factors and 
influences indicates slightly the difficulties in- 
herent in any study to determine the incidence 
of syphilis in the population as a whole. With 
the hope of adding a few more figures carefully 


TABLE 1 
ReceNT Reports OF INCIDENCE OF SYPHILIS 
Source Class Studied Number Per Remarks 
of of Cases Cent 
Information in Study Positive 

Univ. of Minnesota’ College Students 5,000 0.2 

U. S. Pub. H. Serv.’ General Population 0.163 ° 

New York State General Population 0.27 Based on information from 

Dept. Health“ Upstate New York physicians, clinics and 
hospitals. 

Snow and Brunet‘ 

Stevens“ General Population 10-15 Estimated. 

Lynch’ 

Hazen“ Males in United States 10.00 Estimated. 

Neisser Population in Berlin 12.00 Estimated. 

Fournier“ Population in Paris 15.00 Estimated. 

Levin“ White Military Recruits 10,000 10.5 Based on Wassermann tests. 
Negro Military Recruits 18.3 Based on Wassermann tests. 

Browning™ Dispensary Children 14.0 

Fox" Hospital— White 12.0 
Hospital—Negro 14.0 

Machaeras” Dermatologic Clinic, Munich 9.67 For year 1926. 
Male—White 1,084 6.08 Private practice 

Kiser and Bohner“ Female—White 1,788 2.18 September 1, 1925, 
Both sexes—White 2,872 3.65 to January 1, 1932. 


ten per cent and it is felt that to estimate ten 
per cent of the adults as infected would be con- 
servative. These figures are arrived at in part 
by taking into consideration an annual attack 
rate of approximately 0.44 per cent of the pop- 
ulation and assuming the. average expectation 
of life for these victims to be 40 years. 

The influence of locality with the tendency 
of definite racial groups of varying social stand- 
ards, education and culture, to colonize or segre- 
gate in certain areas, must be taken into con- 
sideration in any attempt to arrive at final con- 
clusions as to the general incidence of syphilis. 
The average health status of any group selected 
for study also will have a profound influence 
upon the final result. For instance, cases from 
a doctor’s practice are presumably sick people 
and are prone to show higher figures than the 
general average of the population. It is some- 
what surprising that the general incidence for 
Kiser and Bohner’s 2,872 cases was only 3.65 


obtained to those already bearing on this prob- 
lem we are presenting the results of laboratory 
studies on a total of some 13,000 cases drawn 
chiefly from the general run of stable white 
citizens during the past few years in and around 
New York. A summary of our findings is shown 
in table 2. 

These figures show the results of blood tests 
on 13,320 individuals by either the Kahn or 
Wassermann method, or by both methods. The 
first or ‘‘Standard’’ group consists largely of 
people in fairly good health who applied for a 
health examination. The test was done 
routinely in this group of nearly 10,000, large- 
ly to determine the incidence of syphilis in this 
group and to learn if syphilis was being often 
overlooked when history and physical signs were 
made the basis for recommending a laboratory 
test for syphilis. Two hundred and five or 2.06 
per cent of this group had definitely positive 


Kahn tests which were confirmed by Wasser- 
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mann tests. Of these 205, 22 or 0.22 per cent 
had positive laboratory tests as the only evidence 
of syphilis. In other words, in 22 cases the 
condition would have been entirely overlooked 
if the tests had not been a routine measure. 
Routine Kahn tests were also made in 1932 on 
bloods in a group of 1000 insurance policy hold- 
ers of both sexes. The number of definitely 
positive Kahns was found to be 18 or 1.8 per 


cent. 

The ‘‘Unlimited’’ group of 700 comprised 
subscribers to a service which included as a rou- 
tine measure nearly all tests commonly used in 
the study of an individual’s physical condition 
but most of which are ordinarily recommended 
only when there is some special indication in 
the history or physical condition. This group 
could be included with the ‘‘Standard’’ group 
but is listed separately because the service is 


It will be seen from the table that there was 
complete agreement in 92.6 per cent of 1714 


TABLE 3 
COMPARISON OF KAHN AND WASSERMANN REACTIONS 


Agreeing Negatives 1390 81.1 
Agreeing Positives 178 10.3 
Agreeing Doubtfuls 21 1.2 
Wass. Pos.—Kahn Dbt. 23 1.3 


Wass. Pos.—Kahn Neg. 22 1.3 
Wass. Dbt.—Kahn Neg. 40 2.4 
Kahn Pos.—Wass. Dbt. 21 1.2 
Kahn Pos.—Wass. Neg. 6 4 
Kahn Dbt.—Wass. Neg. 13 8 


TABLE 2 
INCIDENCE OF SYPHILIS IN VARIOUS GROUPS 


Number Positive Doubtful 


Test Cases 
Employed Selection Groups of Cases Reactions Reactions Reactions 


Kahn Routine Stand. 9983 


No. % No. % 
205* 2.06 68 0.69 9708 97.25 1 year 1928 


ass. “ n ' 95.6 3 1929, 1930, 1931 
Wass. Clinical All 1637 145 885 78 46 1413 863 1 year ; 


*In 22 of these cases or 0.22 per cent the positive test (confirmed by Wassermann) was the only positive finding. 


more expensive and individuals who subscribe 
to it are presumably in better economic status 
than the average. It will be noted that in this 
group were 16 or 2.28 per cent who gave defi- 
nitely positive Wassermann reactions (con- 
firmed by Kahns). 

The figures in the fourth group of 1637 com- 
prising all services are especially interesting, as 
the effect of clinical selection on the incidence 
of positive reactions is seen at once. Thus 145 
or 8.85 per cent showed positive Wassermanns 
confirmed by Kahns. These figures should be 
considerably higher as many cases having his- 
tories or physical signs suggesting syphilis were 
advised to have a Wassermann test but refused 
to do so since they were to receive a Kahn test 
as a routine part of their service. The figures 
obtained in this group are of course of no par- 
ticular value in the study, since the primary 
purpose here is to determine the incidence of 
syphilis in the population as a whole. Of the 
preceding three groups containing 11,683 in- 
dividuals, 239 were positive, a percentage in- 
eidence of 2.04. 

Table 3 contains a comparison of the Kahn 
and Wassermann tests. Our results confirm the 
generally accepted view that the Kahn test is 
a very reliable procedure for the detection of 
syphilis and that it gives results highly com- 
parable to the Wassermann test. 


cent. Completely differing results were found 
in 28 cases or 1.7 per cent. Of the latter the 
Wassermann test was positive and the Kahn 
negative in 22 cases or 1.3 per cent and the 
Kahn positive and the Wassermann negative in 
6 or 0.4 per cent. From this comparison we 
feel that a combination of the two tests gives 
about as satisfactory laboratory data as can be 
obtained in the diagnosis of syphilis. 


SUMMARY 


A study of the incidence of syphilis in the 
general population has been made by the use 
of Kahn and Wassermann tests in a total of 
13,320 cases drawn largely from the more re- 
sponsible white portion of the population in 
and around New York. The holding of life in- 
surance and the taking of periodic ‘‘health ex- 
aminations’’ are considered as evidences of sta- 
bility and responsibility. A few of the diffieul- 
ties inherent in the problem of obtaining reli- 
able information as to the incidence of syphilis 
in the population of this country as a whole are 
pointed out. A comparison of the Kahn and 
Wassermann tests has been included. 


CONCLUSIONS 


1. Approximately two per cent of the general 
average of the more responsible white popula- 
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cases in which comparisons were made. Slightly 

differing results were obtained in 97 or 5.7 per 
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tion in and around New York show laboratory 

evidence of syphilis. 

are modifying influences in the study of this 

— 


3. A comparison of the Kahn and Wassermann 
tests in 1714 cases showed excellent agreement. 
4. A combination of both tests gives as good 


laboratory aid as can be secured in the diag-|i 


nosis of syphilis. 
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THE RELATIVE VALUE OF SYMPTOMS VERSUS THE X-RAY 
AND OESOPHAGOSCOPE IN THE EARLY DIAGNOSIS 
OF CARCINOMA OF THE OESOPHAGUS 


BY EDWARD s. EMERY, In., M. p. f 


ESS than a year ago“ Gaetan and I published 

in this Journal an article on carcinoma of 
the oesophagus. We emphasized at that time 
that symptoms are frequently atypical in the 
early stages so that patients who complain of 
indefinite oesophageal symptoms should be stud- 
ied by the x-rays and the oesophagoscope’. We 
also pointed out that symptoms typical for car- 
cinoma are more dependable than a negative 
roentgenologic. and oesophagoscopic report. 
Early diagnosis of oesophageal cancer depends 
upon a recognition of these principles. Hence, 
I am reporting another case to illustrate their 
value and to emphasize their importance. 


J. T., Medical number 30386, is a Jewish tailor who 
entered the Medical Service of the Peter Bent Brig- 
ham Hospital in June, 1927, at the age of 62. The 
family and past histories were unimportant. He had 
a duodenal ulcer which had been giving symptoms for 
nine years. The physical examination was essentially 
negative except for moderate arteriosclerosis and an 
enlarged heart with auricular fibrillation. The symp- 
toms of ulcer recurred three months after discharge 
from the wards and he has been followed inter. 
mittently in the Out-Door Department up to the 
present. 

On December 30, 1932, he came to the Out-Door 
Department complaining of a new distress. He de- 

scribed this as a “pain beneath the upper sternum 
after one swallow of solid food. This takes some 
time to descend. Solid food has invariably repeated 
this distress but liquid food and the large stomach 
tube do not cause trouble.” An x-ray taken a few 
days later did not reveal any pathology in the oesoph- 
agus. Because of the persistence of dysphagia, I re- 
ferred him to the medical wards again on April 1, 
1933, for a thorough study. The history taken by the 
House Officer at this time is reported fully, much of 
it verbatim, as it is e for carcinoma. It 
is as follows: 

On December 30, 1932, the patient was seen with 
a new complaint of pain the upper sternum 

This paper was submitted for publication in October, 1933 
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after swallowing solid food and it seemed to take 

the food some time to reach the stomach. Liquid 
food and a large stomach tube gave no trouble. 
X-rays showed only the duodenal ulcer. “The symp- 
toms persisted and have grown worse, and now 
the delay in swallowing solid food, and occasionally 
liquid, seems to be just below the xiphoid process. 
Food seems to delay at this point for about one-half 
second and there is, occasionally, a twinge of pain. 
Deep inspiration aids the food in passing into the 
stomach. After swallowing there is a short wave of 
regurgitation or hiccough with which he seems to 
raise some gas but no water brash. Because of this 
distress there has been a great deal of annoyance in 
eating and it requires a-much longer time to eat a 
meal. It is necessary for him to take a swallow of 
liquid after practically every bite of solid food. In 
the past few weeks he has been on a Sippy diet which 
included semi-solids but this food also, and occasional 
liquids, cause the same symptoms.” 

An x-ray report on April 3, 1933, was as follows: 

“Eighth examination showed slight dilatation of 
the oesophagus with delay at the cardia but no ir- 
regularity or obstruction. Stomach was normal ex- 
cept for large gastric rugae. Duodenal cap was again 
deformed apparently the same as before. No crater 
was demonstrable. Ileum and cecum normal. Impres- 
sion: Duodenal ulcer, inactive.” A few weeks later 
another roentgenological examination “again showed 
slight dilatation of the oesophagus with delay at the 
cardia but no definite irregularity or filling defect. 
Appearance suggests spasm.” A gastric analysis 
showed a normal acidity and he was discharged with 
a diagnosis of “spasm of oesophagus, lower end.” 

He returned to the Out-Door Department, April 21, 
because of “a steady increase in the distress” and I, 
therefore referred him to the Surgical Service for an 
oesophagoscopic examination which was reported as 
entirely normal, and he was discharged with a diag- 
nosis of cardiospasm. — improved slightly 
after the oesophagoscop 

Another — 2 examination on June 
23 was reported as follows: “Fluoroscopy and films 
of the oesophagus showed it to be definitely dilated in 
its lower half. There was a smoothly pointed area of 
constriction just above the diaphragm and the lower 
end of the oesophagus was somewhat tortuous. It 
was directed to the left just before entering the 
hiatus. In the supine position the cardiac end of the 
stomach was well filled and smooth in outline with 
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no evidence of malignancy in this region. Stomach] this time would have 

elsewhere was smoothly outlined with good peristal- bservati 1. decreased the period of 

sis. Duodenal cap was definitely irregular as previous | ° on by three months or just one-half. 

ly noted. Impression: Cardiospasm—Duodenal Ulcer.” If x-rays had been taken every month it is pos- 
On the same day I made this note: “The symp-| sible that this interval of time could have been 


than cardiospasm. There is nothing in the x-ray or 
history to suggest that the obstruction ever becomes 
complete which occurs with a true cardiospasm. If 
this is spasm, it is not of the kind that we speak of 
as cardiospasm. I believe this patient warrants an 
exploration with an opening into the fundus to rule 
out malignancy. If no malignancy be found the 
cardia could be dilated through the incision. It is 
only by this method that we can possibly hope to 
get carcinoma of the oesophagus early enough to ac- 
complish a radical cure.” 

An exploratory operation revealed a carcinoma in 
the region of the cardia. From this 11 it extended 
along the lesser curvature for a distance of two 
inches and along the oesophagus for a distance of 
one to one and one-half inches. It to the 
posterior abdominal wall so that a complete removal 
was impossible. 


Here is a case, then, of an elderly man who 
develops oesophageal symptoms. His descrip- 
tion of the first attack suggests a spasm of the 
upper third. One would naturally look first for 
some nervous or reflex disorder to explain this 
mechanism but a carcinoma of the stomach 
should also be kept in mind; for occasionally it 
produces an oesophageal spasm as the first symp- 
tom. This patient also volunteered the informa- 
tion that the food descended very slowly, which 
does not occur with the usual kinds of oesdph- 
ageal spasm. As time went on the story became 
increasingly suggestive of carcinoma. The symp- 
toms were persistent and increasingly severe. 
The patient should have had the benefit of 
oesophagoscopie and further roentgenologic 
studies sooner than he did. It is difficult to 
say just when an exploratory operation was 
justifiable but certainly it should have been 
done following the x-ray of April which showed 
evidence of obstruction. The symptoms by this 
time were characteristic enough for some dis- 
ease other than cardiospasm to justify ignoring 
the roentgenologie diagnosis. An operation at 


shortened still further. 

The failure to make an earlier diagnosis 
this patient was the result of placing too much 
reliance on the x-ray or inattention to the story, 
or both. One cannot emphasize too strongly the 
importance of a careful history in gastro-intes- 
tinal conditions. Interest in the patient’s story 
has declined with the increased use of the x-ray, 
so that inadequate attention to the history is, 
today, the most frequent cause of the mistakes 
made in the diagnosis of gastro-intestinal dis- 


upon it resulted either from an inability to in- 
terpret its significance or such implicit confi- 
dence in the x-ray that the story was ignored. 


SUMMARY 


Another case of carcinoma beginning around 
the cardia is reported to emphasize the follow- 
ing points in diagnosis: 

1. Indefinite oesophageal symptoms, of which 
the etiology is not clear, should always be in- 
vestigated by the x-ray and the oesophagoscope. 

2. A persistence of the symptoms requires 
that roentgenological studies be employed as fre- 
quently as once a month until a diagnosis has 
been made. 

3. Cases in which the x-ray the 
presence of a cardiospasm but the history is 
more compatible with a carcinoma should be ex- 
plored. 

4. An exploratory operation is also indicated 
for patients who have a typical history of car- 
cinoma although the roentgenologie and oesoph- 
agoscopie examinations are negative. 
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A NEW METHOD FOR THE PREDICTION OF 
THE SEX OF THE FETUS* 


BY MAX DAVIS, M. p. f 


REAT interest in the sex of the unborn child 
has probably been manifested since the first 
couple realized that they were about to become 
proud parents. Although such foreknowledge, 
except in the unusual cases where it might be 
of some legal consequence, would merely satisfy 
curiosity, nevertheless it would give great pleas- 
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ure to some families and would perhaps lessen 
the disappointment of others at the time of the 
birth of the child. 

Various attempts, such as serum reactions and 
the counting of the fetal heart rate have been 
made to elicit this information, but no one of 
them has been at all successful. Recently“, a 
hormone reaction has been reported which gave 
an accuracy of 94% in 85 cases. This reac- 
tion consisted of injecting rabbits, fully three 
months old, whose testicles were in the i 


eases. The house officer obtained an excellent 
5 history from this patient. The failure to aet 
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canal, with urine from women between five and 
ten months pregnant. The rabbits were killed 
forty-eight hours after the injection, and the 
testicles removed. Female children are predicted 
when the testicles of the rabbits become enlarged 
and congested, and the vessels on the surface are 
engorged and dilated. When studied microscop- 


no direct relationship between the reactions of 


the rabbits’ testicles and the sex of the child. 
In their experiments, they found this test to 
be accurate in from only 35.3% to 52.9% of 
the cases. Furthermore, as described, the method 
is somewhat complicated and requires trained 
technical workers. This difficulty would render 


TABLE 1 
SHOWING THE AccURACY OF CASES TESTED BY Born THE Stock TESTICULAR EXTRACT AND THE IMPROVED EXTRACT 
Stock extract New extract 
Total number tested, except for one plus reactions 136 468 
Number correct 90 (66.2%) 398 (85.1%) 
Number wrong 46 (33.8%) 70 (14.9%) 
Number diagnosed males 100 294 
ee “ “correctly 61 (61%) 242 (82.3%) 
Number diagnosed females 36 174 
“ “ 00 correctly 29 (80.6%) 156 (89.6%) 
Number of one plus reactions, found to be males 19 29 
Number of one plus reactions, found to be females 26 37 
TABLE 2 
SHOWING THE PaRITY, THE MONTHS OF PREGNANCY DurINe WHICH THE TesTSs WERE MADE, AND THE 
DISTRIBUTION OF THE SEX OF THE CHILDREN AS DIAGNOSED BY THE New ExtTrRact* 
Parity Months of Pregnancy Totals 
3 4 5 6 7 8 9 
1 3 2 5 12 14 1 27 36 99 
2 2 7 7 18 18 54 
2 1 1 7 12 17 21 59 
1 2 2 8 18 10 13 54 
3 1 5 8 14 8 36 
1 3 4 7 5 20 
4 1 2 2 10 3 6 24 
1 3 5 2 2 13 
5 1 4 8 13 
1 3 3 7 
6 1 2 4 7 
1 2 3 
7 1 1 2 
1 2 1 4 
9 1 1 2 
1 1 
Totals 4 4 8 45 69 85 242 
3 4 4 22 35 43 45 156 


corner of each item indicate males, those in the lower right 
diagnosed 


*The figures in the upper left hand 
hand corner indicate females. Only the cases 


correctly are shown. 


ically, they show increased cellularity and vas- 
cularity and beginning spermatogenesis, as evi- 
denced by the formation of spermatogenia and 
spermatocytes, but no spermatids or sperm cells 
are present in any case. Those testicles which 
show no reaction predict males. 

Recent study by Curphey and Romer“ in an 
attempt to confirm the above-mentioned find- 
ings, led the authors to conclude that there was 


the test inapplicable in regions where such facili 
ties were not readily available. 

About two years ago we attempted to dis- 
cover a simple test to foretell the sex of the 
fetus. The first product to be used was a stock 
testicular extract of which 0.2 to 0.3 cc. were 
injected intradermally. The reactions were 
arbitrarily labeled as negative (no reaction), 
one plus (a red area 12 mm. in diameter), two 
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plus (red area from 12 to 20 mm. in diameter), 
and three plus (a red area more than 20 mm. 
in diameter). The readings were made in from 
four to ten minutes after injection, and the re- 
actions disappeared, as a rule, within a few 
hours. The injections were slightly painful from 
the stretching of the skin, but the patients did 
not usually object to them. Practically no one 
of the patients reported any residual soreness. 
A negative reaction indicated a female fetus, 
the two and three plus reactions showed male 
children. The records of the one plus reactions, 
as is shown in table 1, were almost equally di- 
vided between the males and the females. 

The findings of the 136 cases tested with the 
stock testicular extract gave poor results, and 
we asked that a change be made in the solu- 
tion by removing more of the extraneous pro- 


erately good results. The exact distribution of 
the cases tested is indicated in the tables. 

The exact mechanism of the test is not under- 
stood, except perhaps upon the basis of allergic 
reaction. This explanation is entirely hypo- 
thetical, and is subject to correction. 

Table 2 is self-explanatory and needs no fur- 
ther elaboration. 

The technique of this test is very simple and 
readily executed by anyone. Its accuracy needs 
to be improved, and it is hoped that this can 
be done by further experimentation by us and 
by other workers. 


We wish to thank the several interns who assisted 
in this work at the Out-Patient Department, and also 
the Chiefs of the various Obstetrical Services for 

to carry on this work. 
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DEVICE FOR FIXATION OF HANDS AND ARMS 
FOR CERTAIN OPERATIVE CASES 
BY BENJAMIN D. ADAMS, M. D.“ 
I. The Device. III. Fixation of Patient. 


1. A piece of toweling 8 feet long, 16 or 18 
inches wide would do very well. 

2. At one end, a piece 10 inches long is 
folded upon itself and fixed by sewing, 
making a loop as shown in the figure. 
(A.) (This now makes the length of the 
device 7 feet 2 inches.) 


II. Its Position on Operating Table. 
1. It is placed doubled on table with the 


sewed loop on the uppermost division. 
(See figure. Toweling is shown elevated 


table to demonstrate its position, 
the sewed | (A) and the loop (B) 
oubling the toweling on it- 


1. Patient placed on table with the towel- 
ing directly underneath him. One arm 
is placed in sewed loop (A) and the 
other in loop (B) and the toweling ad- 
justed to include forearm, greater part 
of hand, and elbow. 

2. Grasp toweling at point (C), drawing 
the upper division taut, thus fixing ex- 
tremity in loop (A), taking care that 
hand and arm are in the proper posi- 
tion. 

3. Grasp toweling at point (D), drawing 

the lower division taut, thus fixing ex- 
tremity in loop (B), taking care that 
hand and arm on that side are in proper 
position. 

4. The free end of toweling is then tucked 
out of the way. 


. Results with Advantages. 

1. Good fixation—with patient’s weight 
over the double division of toweling, the 
extremities are securely fixed in loops to 
prevent further annoyance to operator, 
and to prevent malposition of patient’s 
extremities during operation. 

2. No points of constriction to extremities 
or to respiration. 

3. No pins or tricky adjustments. 

4. Simplicity of procedure—makes its use 
always satisfactory in the hands of the 
various and continually changing per- 
sonnel which has to be contended with 
in most operating rooms. 


; 
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LEST WE FORGET* 
BY JOHN A. ROCKWELL, M.D.t 


Members of the Staff of the Massachusetts 
Memorial Hospitals, Internes, Ladies and 
Gentlemen: 


CONGRATULATE the Massachusetts Memo- 
rial Hospitals in offering the opportunities 
and facilities which have developed you. 
I congratulate the young men and women who 
have successfully sealed these hurdles and now 
augment our honor roll. 


I congratulate the public, which will be served 
by this group of trained minds and sympathetic 
natures in its hours of need and stress. 

We welcome you and add your names to our 
long list of well-schooled, conscientious and wor- 
thy physicians. 

True it is that the preparation of today for 
the practice of medicine carries many years of 
self-sacrifice and devotion in perfecting this art. 
We live in an age of applied science, and medical 
‘culture has p with the advanced 
thought and practice of this day. But if you 
have no misgivings as to the degree of perfec- 
tion and ability with which you may sway your 
intellectual attainments, beware of your laurels, 
for in earlier days one Dr. John Greene, Jr. 
(1790-1867) of Worcester, possibly the great 
great-grandfather of our Milo Green, describes 
himself on his bookplate, among other data, as 
‘‘Physician, Dentist, Surgeon, Apothecary and 
Man Midwife.’’ And not satisfied with this an- 
nouncement he adds, 


“Physicians are as facts can tell 
The allied friends of death and hell.” 


I call to mind that in my own family annals 
it is recorded that when my grandmother, at 
boarding school in New York, was told by an 
admiring relative that she was ‘‘bright as a 
button’’ my great-grandmother thought it neces- 
sary to counteract the flattery by the stern ad- 
monition: ‘‘Remember, Mary Watkinson, there 
are pewter buttons!’’ Even in our day and 
generation corresponding types of this character 
—simplicity and humility—still have their value 
as controlling qualities. 

But quite seriously and with due respect 
for your attainments, I feel that the current 
hospital-interne graduate possesses a degree of 
medical and surgical training which transcends 
anything that was expected or even hoped for 
of our graduates of fifteen or twenty years ago. 
A community may truly count itself fortunate 
that finds in its midst men and women who 

*Address before the Hospital Staff and Graduating Exercises 
of the Internes of the Massachusetts Memorial Hospitals. 
June 30, 1933. 
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have completed this comprehensive preparatory 
training fitting them for their active demonstra- 
tion of this accumulated professional knowledge. 

Some of you, no doubt, will direct your abil- 
ities to special work and add your names to the 
ranks of specialists. Others of you will take 
the wiser course and add experience, born of 
contacts in actual general practice, before de- 
termining your definite future course. All of 
you are merely on the threshold of your life’s 
work. It is the successful application of your 
training more than the book or technical knowl- 
edge that will win conclusive victory. 

In this informal presentation of suggestions 
which might be of benefit to you young physi- 


cians, time will permit a skeleton only of what 


might very properly be moulded into a full and 

complete essay. I have, therefore, selected but 

three phases out of a score of possible topics 

which I feel will be of benefit to you at this 

time: 

1. The necessity of experience added to your 
present technical knowledge. 

2. The need of more ‘‘family doctor’’ practi- 
tioners. 

3. The spirit of service. 


1. In granting college letters — the highest 
award in athletic sports—the effort made by the 
individual does not necessarily qualify him for 
this signal evidence of superiority. It’s the 
winning by virtue of high development of the 
application in his specialty. Many individuals 
are members of the squad, but few are cham- 
pions. 

The gentleman fisherman may have all the 
equipment and enduring patience when angling 
for his trophies, but many times the fish are 
taken by a pin for a hook' fisherman, because 
of the applied knowledge through homely ex- 
perience, or even by virtue of a native ability 
which he possesses. 

A classmate of mine at Technology obtained 
a minor engineering position when the Boston 
subway was being constructed. In his inno- 
cence he felt that he had received instruction 
which would eminently fit him for his job. One 
day while he was struggling with mathematical 
formulae for determining certain measurements 
the boss foreman of the gang approached him 
and asked of him What's the trouble?’’ While 
my friend was explaining what he was endeavor- 
ing to determine, the foreman made two or three 
finger computations and gave him the answer 
almost instantaneously. My friend has told this 
story a number of times at various class reun- 
ions, illustrating the very — which I am en- 
deavoring to impress upon yo 

A distinguished — — served thir- 
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years in a single parish felt conscious of his 
itations and decided to go into the cellar and 
select several of his sermons given during the 
first years of his professional career. As he jour- 
neyed to the cellar to the barrels which con- 
tained his manuscripts, he thought with what 


other hand, had they through the mill of 

experience, they would have observed that in the 

first instance the patient was in no condition to 

give a faithful account of her life’s story and in 

the second instance, they would have reacted 

quickly to the inconsistencies of the answers 
e. 


pride he would again present to a congregation | mad 


these earlier masterpieces. As he reviewed a 
number of them in the presence of his devoted 
wife he finally commented as follows: ‘‘Is it 
possible that I ever had the audacity to pre- 
sent such material to any congregation?’’ They 
had both felt that those earlier sermons were 
masterpieces of literature and philosophy. 

You are amply qualified to undertake the 
practice of medicine. However, those of you 
who still realize that your education is really 
never completed, can appreciate this signal of 
warning and accept these expositions as con- 
structive advice intended to give you greater 
power in your growth in medical service. 

You may have all of the qualifications as to 
training for the race, you may have received 
completed technical training, you may have a 
just pride in your present equipment as physi- 
cians, yet it remains for a wise and skillful ap- 
plication of your training to determine your 


place in the sun. 


As illustrative of commendable zeal and ear- 
nestness of purpose I recall two outstanding in- 
stances where patients were being interrogated 
by internes of this institution. One was an el- 
derly lady who was not altogether clear in her 
mental reactions and who was a private case and 
was in our hospital for observation only. By 
some, shall I say obscure misfortune, a young 
lady interne was assigned to the case. I hap- 

ed to arrive just as she was departing from 
— conference with the patient. Her face was 
all aglow with satisfaction as she said to me, 
J have just taken the finest history in my life 
and it took me over an hour.’’ I expressed some 
surprise at this statement. On arriving at the 
patient’s bedside I found her annoyed, confused, 
exhausted. Upon her convalescence, some days 
later, I was able to start my studies of her case. 

The second was in our Evans Memorial where 
a long form’’ was being carried out. In this 
case the patient was unusually keen and re- 
sponded to the first installments of the question- 
naire as reliably as possible, but she suddenly 
perceived the humorous side of this all-inclusive 
and searching ination, and decided 
thereafter to give alternate answers of yes and 
no. She was so amused with the entire proceed- 
ing that she could scarcely refrain from betray- 
ing her feelings. This history went through on 
schedule and received an analysis by our wor- 
thy Dr. Rowe. 

I refer to these ific instances as indicative 
of the effort and thoroughness of our interne’s 
application of the importance of the personal 
history, which is quite commendable. On the 


we 


2. With all this splendid training, although 
not sufficient to qualify in the same class with 


our Dr. John Greene will it not be wise to con- 
sider the advisability of being the large toad in 
the small puddle: the useful general practition- 
er in the smaller communities, rather than the 
small toad in the big puddle, or just another 
specialist in the great centers? Both paths are 
open for your journey. Which direction you 
take rests with you. 

So much has been said in recent years in de- 
fense of the family physician by college presi- 
dents and distinguished citizens in other lines 
of welfare philosophy, to say nothing of the nu- 
merous medical and surgical giants who have in 
no uncertain terms forecast the future of med- 
icine, that it may seem idle for me to offer any 
thoughts that might add to the present under- 
standing of the public toward the physician and 
the specialist. It has taken years of turning the 
wheel to arrive at a point where experience as 
a family physician with constant contacts with 
specialists permits me to qualify as one who can 
possibly help you in your plans for the future. 

Some years ago in Detroit at the annual con- 
vention of the A. M. A., the then President of 
the University of Michigan, Dr. Clarence I. Lit- 
tle, as orator of the occasion, expressed his views 
on this vital question in such convincing words 
that I beg your indulgence while I review some 
of the salient features of his address before this 
distinguished body of physicians. 

His defense was for the return to the masses 
of the family physician of bygone days. Not 
that he deprecated the great advances which sci- 
ence had brought to the preparation of the med- 
ical student of this day, nor the necessity for 
the highly-trained individual along special 
fields. All this is a part of our present civili- 
zation. Notwithstanding the advantages of the 
required years of preparation for the highly 
trained and splendidly equipped physician 
whose services, when needed, are without ques- 
tion of the greatest importance to humanity, 
only ten to fifteen per cent of all illness call for 
this superman, the specialist of today. But 
what of the eighty-five to ninety per cent who 
either cannot afford such medical skill, or who 
are far removed from centers where such serv- 
ice is available? They are those whose condi- 
tions are in no way alarming, to whom a protec- 
tive service, a preventive medicine, a friendly 
adviser, a power for good, in a small community, 
in other words, a family doctor, can best ad- 
minister. Continuing, he remarked that hun- 
dreds of towns and scores of cities in this eoun- 
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try either lack medical service entirely, or are 
frankly undermanned so far as the cities are 
concerned. Can we expect that young couples 
will venture into the wide open spaces and start 
homes and families when it is known that no 
medical practitioners are within miles and miles 
of their immediate environment? This, he said, 
was one of the great problems in the Govern- 
ment’s effort to encourage the city dweller to 
make his home in the great fertile sections of 
this country. 

As a possible remedy for this lack of medical 
service, he suggested that medical schools re- 
quire some pledge by the matriculant, obliging 
him to serve for a specific number of years as a 
general practitioner in small communities be- 
fore he burst into full flower as an internist or 
specialist. I will not burden you with further 
comments on Dr. Little’s most remarkable pres- 
entation of this serious problem. He certainly 
stimulated a slumbering consciousness of the 
fact into a wide-awake realization of impending 
dangers. 


3. Vital statistics reflect a very different pic- 
ture today as compared with similar figures of 
a generation ago. Many of us recall full well 
typhoid fever, scarlet fever, diphtheria and tu- 
berculosis, to say nothing of less punishing dis- 
eases, which are now so rare that one can visual- 


Public Health and have physicians who meet 
the emergencies of all students, to say nothing 
of keeping exact records of their physical status 
upon entering and leaving college. The radio 
pesters us with advice on numerous medical is- 
sues and has remedies for practically all the ills 
that flesh is heir to. In fact, as someone has re- 
cently stated, with the exception of emergencies 
and heart disease, birth and old age will consti- 
tute the chief sources of medical requirements 
in the near future. With a public thus medical- 
ly conscious and progressively averse to the prac- 
tices of group medicine and specialists’ fees, un- 
just as many of its comments are, it behooves 
those of us who have been in harness for many 
years to offer advice to those of you who are 
taking your first steps. 


A few years ago at a meeting of the New 
England College Conference on Athletics the 
discussion arose as to schedules of athletic sports 
and the number of cuts and the number of 
hours which should be allotted to this side of 
college education. A faculty member from one 
of the smaller colleges commented on this sub- 
ject as follows: I met with our athletic asso- 
ciation and the managers of the various athletic 
teams. We had spent an entire evening in go- 
ing over the program for the year. I soon found 
that a great deal of time was being allocated to 


these sports and I suddenly began to realize 
unless some opposition was made to their mod- 


proportion of their college year, and with some 
hesitancy I suggested ‘‘would it not be in keep- 
ing with the spirit of the day to allow at least 
one hour a day for classroom work!“ 

In this modern training for the special stu- 
dent and with our present twentieth century 
philosophy (our scientific perfection), have we 
not failed to consider the prime objective in 
medicine, at least to some extent? Physicians 
in earlier days (and some few today) practiced 
their art by giving a sympathetic survey, as well 
as a scientific analysis of their patients. The 
spirit of service, to heal the sick, to relieve suf- 
fering, to be a friend as well as physician, to 
be understanding, to be even the Good Samari- 
tan, are practices in his daily rounds. In the 
rush and hurry and enthusiasm of scientific 
medicine have we not placed ourselves in the 
same category with the experience of the col- 
lege professor above referred to? Have we for- 
gotten the qualities which made the old family 
doctor beloved, revered, honored and useful, 
even though his medical equipment was miles 
behind the present standards? 

I wish to cite two cases exemplifying this 
spirit of service which was given to a suffering 
humanity, a public which feels all too keenly the 
lack of personal interest shown by many physi- 
cians of this day and generation. 

In my class at the Medical School there was 
one candidate whose marks were so close to the 
line that, as I recall it, several faculty confer- 
ences were held before making their final deci- 
sion in his case. He was poor, he had had no 
collegiate or pre-medical training, he had bor- 
rowed more money to become married in his sen- 
ior year, he had few qualifications save the spirit 
of service, and this alone influenced the faculty 
to grant him his degree. He was always the 
last student to leave the dispensary clinics and 
would attend any call in the district, no matter 
how tired or how late the hour. This classmate 
settled in a small town in Maine without even 
having had a hospital interneship. When he 
arrived on a bicycle, ready for service, there 
were four other physicians in this community 
to whom he was a laughing stock and a joke. 
At the end of ten years he had superseded them 
all and was a highly successful and useful physi- 
cian, having won the trust and confidence of 
the people to an unusual degree. 

Another example: A young family was 
brought up in Boston. The father was a mem- 
ber of a textile manufacturing company. The 
children’s health had been engineered by a group 
of Boston specialists and they were a healthy, 
happy family. Fortunately, there were means 
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the primary object of their coming to school 
was rapidly being relegated to a very small 
ize a time in the not far distant future when 
they will be practically stamped out. Medical 
topics are discussed in our magazines, medical 
talks for the public are given in our medical 
schools. Universities have their courses in 
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to meet this super-service. As time went on, 
this young man was appointed general manager 
of one of the company’s factories some forty 
miles from Boston. The great problem confront- 
ing them was ‘‘what shall we do for medical 
service when we move to the country?’’ At the 
end of ten years, the young man was brought 
back to Boston as president of this textile or- 
ganization and the great problem which con- 
fronted his family on the eve of their moving 
back to the city was, How in the world are we 
going to get along without the services of our 
good reliable family physician, Dr. Blank!“ 
With the passing of the years of our day we 
have noted a change of attitude by the public 
toward things medical. There is almost a dis- 
respect for physicians by a certain group; there 
is a shopping around tendency by another; the 
once-termed ‘‘faithful patient’’ is about as ob- 
solete as the old-time family doctor. It is 
apparent that the men and women of your gen- 
eration should forecast the future with greater 
concern for your personal interests, if for no 
other reason, and that in your professional ac- 
tivities you should manifest a greater regard for 
the personal equation and a sympathetic inter- 


est in the family’s needs, in the broadest sense, 
so that you can truly practice the art as well 
as the science of medicine, with equal facility. 
Unless these standards are maintained, and un- 
less some concerted movement is made to reéstab- 
lish confidence in the type of service which you 
are prepared to give, there is danger that such 
service will be largely superseded by the vari- 
ous types of pseudo-arts of healing, some of 
which are offering exactly what we have grown 
away from. The field of your service will not 
only be a disappointment to you in point of 
success, but the public will have gone out with 
the tide of present-day valuation, and you will 
be left behind stranded. On the other hand, if 
you add to your present equipment the spirit of 
service, the simplicity, although often the stern- 
ness of the family physician, and are prepared 
to harvest the accumulated stacks of experience 
from the field of professional activities, you will 
reblaze the trail so faithfully engineered and 
traveled by our forebears in medicine: a path 
illuminated with the high-lights of modern med- 
ical training. 

I wish you all the success and happiness which 
you deserve. 


TO BE SUCCESSFUL 


FAMILY PHYSICIAN 

Don’t treat something you do not understand with- 
out expert advice. 

Don’t fail to be frank with your patients. 

Don’t fail to talk their language. 

Don’t fail to write out instructions. 

Don’t fail to consult the nurse on the case. 

Don’t talk shop to patients. 

Don’t tell patients how good you are. 

Don’t fail to have outside interests. 

Don’t have financial dealings with patients. 

Don’t keep moving from town to town. Select 
your location carefully and then stick. 

Don’t fail to show the spirit of service. 


Practice: 

Firmness, fairness, and frankness with the patient, 
but do not show temper. 

Accompany the patient to the specialist’s when 
possible. A personal introduction goes a long 
way and the specialist would benefit greatly 
by the added conference with you while on the 
case. 

Be neat and clean in your personal appearance. 

om more time to the convalescent stage of the 


Show ——— and encouragement in your 
wor 


Be fair to your professional rivals. 


SPECIALIST 

Don’t work alone. Find out who the family physi- 
cian is when possible. 

Don’t fail to have close contact with the family 
physician. 

Don’t omit the written reports to the physician. 

Don’t disregard the patient’s story. 

Don’t protect the family physician when gross 
negligence is evident. 

Don’t necessarily form conclusive opinion on single 
visit evidence. 

Don’t object to a second opinion in obscure cases. 

Don’t overcharge. 

Don’t fail to show the spirit of service. 

Be considerate of patient’s and family’s reactions 
to your opinions. Select your words with 
care. 

During an extended examination observe carefully 
the patient’s condition lest a too fatiguing 
conference be held. 


Don’t send patients home from operation 


office 
on the elevated when they request a taxi. 


DOCTOR DENNIS EDWARD SULLIVAN 


Dr. Dennis Epwarp Suniivan was born Au- 
gust 23, 1863, at Augusta, Maine, son of Dan- 
iel W. and Catherine (Mann) Sullivan. He was 
educated in the schools of Augusta, at Bow- 
doin Medical College and Bellevue Hospital, 
New York and received his degree of M.D. in 
1885. He practiced medicine in Concord, N. H. 
for many years and was known as a physician 
of much skill, carrying on an extensive practice 
up to the moment when he was seized with his 

illness. 

Dr. Sullivan’s interests were not confined to 
his own practice, nor even to his own profes- 
sion. He served several terms as a member of 
the Board of Education of Concord Union 
School district and throughout his life was in- 
terested in educational matters. He was a mem- 
ber of the Wonalancet Club, the Knights of 
Columbus and the Ancient Order of Hibernians 
and was active in St. John’s Catholic Associa- 


tion and St. John’s Catholic Men’s Club. For 
several years he was a member of the United 
States Board of Pension Examiners. He had 
served the New Hampshire State Medical So- 
ciety as secretary since 1908 and since 1913 
had been a member of the State Board of Health 
and was on the staff of the Margaret Pillsbury 
Hospital. During the World War, he was on 
—, - the base hospital, Camp Upton, Long 
sland. 

He represented the New Hampshire Medical 
Society in the House of Delegates of the Ameri- 
can Medical Association. 

Dr. Sullivan married on July 9, 1889, _— 
E. Seanlon, who survives him. 4 son, P 
Mann Sullivan, a brother, Eugene Sullivan — 
sister, Miss Elizabeth Sullivan, all of Concord, 
also survive him. An older son, Dr. Edward 
Sullivan, died in 1927. 

After a sudden illness, Dr. Sullivan passed 
away on January 19, 1934. 


THE SUCCESSOR TO DOCTOR DENNIS EDWARD SULLIVAN 


Tun last paragraph of Chapter 6, Section 4 
of the by-laws of this Society reads as follows: 


In ease of a vacancy existing in the po- 
sition of Secretary-Treasurer, the President 
of the Society is empowered to appoint a 
Secretary-Treasurer pro tem to act until 
the next regular meeting.“ 


In accordance with this authorization, I have 
appointed temporarily as Secretary-Treasurer, 


Dr. Carleton R. Metcalf, 
5 South State Street, 
Concord, N. H. 


Until a Secretary-Treasurer is duly elected at 
the next regular meeting in May, Dr. Metcalf 
will carry on all of the duties which formerly 
devolved upon the late Dr. D. E. Sullivan. 

Very truly yours, 
Rosert J. Graves, President, 


New Hampshire Medical Society. * 
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CASE 20081 
0 PRESENTATION OF CASE 


First admission. A sixty-two 
man brewer entered for the first Fy 
ing of hematuria. 


Thirty-three years before admission he no- 
ticed that his urine was bloody one morning 
before going to work. He worked for two hours 
and then was forced to go to bed because of 
weakness. The 1 continued for five 
days, during which time he passed many large 
elots. He remembered no other details and was 
perfeetly well until eight months before admis- 
sion. At this time he noticed that when he 
worked hard he had to pass more urine than 
normally. This frequency was ten or twelve 
times during the day and four to six times at 
night, and was associated with a moderate 
amount of burning but no hematuria. These 
attacks persisted for about twenty-four hours 
after heavy manual labor. Four months before 
admission he had bilateral hernia repair at 
another hospital. On the tenth postoperative 
day he developed pain in the chest without 
cough or hemoptysis. Associated with this were 
pain and swelling in the left leg which persisted 
for three weeks. At that time the frequency 
and slight burning were constant. Six weeks 
before admission he noticed for the first time 
small black clots in the first portion of his urine. 
Occasionally the blood would be terminal and 
almost always black. Four weeks before admis- 
sion he passed bright red fresh clots. The 
burning became more marked and the stream 
much weaker. For the past six weeks he had 
had occasional difficulty in starting the stream. 
The hematuria increased until four weeks before 

ion, when it improved somewhat after 
taking pills prescribed by a physician. He be- 
lieved he had lost considerable weight. 

Family history. His father died of shock at 
sixty-nine. His mother died at seventy-nine. 

Marital history. His first wife died of tuber- 
culosis at the age of thirty-one. He had lived 
with her for seven years and had had one child 
who died of tuberculosis at the age of twenty- 
four. His second wife was living and well 

Physical examination showed a fairly well de- 
veloped and nourished man with evidence of 
moderate loss of weight. The mucous mem- 
branes were slightly cyanotic. The sclerae were 


old Ger- 
complain- 


injected and had a slight icteric tint. The cer- 
vical, axillary and inguinal lymph glands were 
slightly enlarged but not tender. There was 
slight tenderness in the suprapubic region and 
also in the left flank posteriorly. There were 
bilateral scars of the repaired herniae. A drop 
of bloody urine was found on the end of the 
penis. 

Examination of the urine showed a slight 
trace of albumin, a specific gravity of 1.004, 
25 white blood cells per high power field and 
large numbers of red blood cells. Examina- 


cent excretion, 25 

first half hour. The icteric index was 3, 
non-protein nitrogen 27 milligrams. A 
test was negative. 

X-ray examination of the chest showed clear 
lung fields. The outline of the right kidney 
was distinctly shown, being rather large but 
normal in shape. The pelves and calices were 
well filled and appeared normal. There was a 
rather sharp kink in the ureter as it left the 
pelvis. On the left side the kidney was not 
well shown in any of the films. In the region 
of its pelvis there was a large irregular mass. 
There was also a small shadow in the region of 
the upper pole of this kidney. The pelvis was 
not well shown. In the course of the ureter 
overlying the sacrum there was a small dense 
shadow, irregular in shape, and just below the 
sacro-iliac articulation there was a large irreg- 
ular dense mass. Similar smaller shadows were 
present on the right. There were several small 
shadows in the region of the bladder. The 
bladder itself was well filled with the dye and 
normal in shape. The lower end of the right 
ureter was visible but that of the left was not. 

Cystoscopy was done. In view of the exten- 
sive genito-urinary pathology it was decided 
not to operate at the present time. He was . 
discharged at the end of a — to be followed 
in the Outpatient Departmen 


CLINICAL DIscussION 


Dr. Grorce W. Hotmes: We have a film of 
the chest which shows normal lung fields, prom- 
inence of the heart shadow to the left and some 
tortuosity of the aorta. There is no evidence 
of the pulmonary upset that he had before com- 
ing in, but of course the film was taken some 
time after that occurred. 

We have a series of films of his urinary tract. 
This film shows a shadow which could be a 
stone in the region of the kidney or calcification 
in the region of the suprarenals. 

Dr. G. Gunnar SmitH: Did the plain film 
show anything? 

Dr. HoLuns: The shadow was there before 
the injection. I should like to know if when 
you injected the fluid it extended up into this 
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area. If so it might be an abscess in the upper 
pole of the kidney. 

Dr. Ricuarp Cnurn: How about the shad- 
ows in the lower part on the left side? 

Dr. HoLurs: d you get a catheter up 
there? 

Dr. Harry M. Spence: No, we were unable 


Dr. Houtmes: I do not believe it is a stone. 
There may be a stone among the shadows, but 
certainly not all of it is stone. Tuberculosis 
might give such a picture. In the lower end of 
the ureter there is also a shadow here which 
might be a calcified gland. 

Was any attempt made to give him intrave- 
nous dye? 

Dr. Spence: That film shows it. 

Dr. Hotmes: It is a non-functioning kidney. 
This looks still more like tuberculosis. If he 
had a stone and a fragment had broken off and 
had gone into the ureter, blocking it, causing 
hydronephrosis with calcification, the picture 
would be the same. 


DIFFERENTIAL DIAGNOSIS 


Dr. Tracy B. Matiory: I have asked Dr. 
Smith to attempt to give us a differential diag- 
nosis in this case. 


. 

Dr. SPence: The bladder was uniformly in- 
jected, the prostate atrophic. On the left lateral 
wall there was a flattened, elevated, ulcerated 
mass the size of a twenty-five cent piece with a 
necrotic surface which was biopsied. 

Dr. SmitH: Thank you. That is what I 
wanted to know. 

I never saw this case, and I admit that read- 
ing the history gave very little information as 
to the exact diagnosis. The two possibilities 
that were in my mind up to the point where 
Dr. Spence gave us this information were tuber- 
culosis of the left kidney and a bladder which 
was bleeding from tuberculous ulceration, or 
new growth. 

I think the interesting points in connection 
with that diagnosis are first that episode twenty 
or thirty years ago when he had an attack of 
marked hematuria with the passage of clots that 
cleared up and left him entirely well. I should 
feel now that he probably had a papilloma of 
the bladder which had stopped bleeding and had 
gradually undergone malignant change. In a 
series of cases of carcinoma of the bladder which 
we looked up we found two or three that had 
long intervals—one of them I think had twenty- 
five years—between the first attack of hema- 
turia and the later development of carcinoma 
of the bladder. 

In tuberculosis of course one of the first symp- 
toms may be hematuria. That sometimes hap- 
— when the ulceration in the kidney pelvis 

volves a small vessel; the patient may bleed 
quite profusely, but I have never seen one bleed 


so freely as this man evidently did. So I should 
think on the basis of that fact alone that the 
diagnosis of carcinoma was more probable. 

Also, in regard to the character of the hema- 
turia which the patient had been having since 
he came into the hospital this last time, the 
record states that he passed small black particles 
of blood which I should interpret as being little 
clots that had formed at the bleeding points of 
the tumor. At times he had terminal hematuria, 
most marked at the end of urination, which is 
also a frequent finding of tumor of the bladder, 
because as the bladder closes down it appar- 
ently squeezes the tumor and the tumor bleeds 
more freely. His urine was said to be pink all 
the time, which indicates a constant seepage of 
blood from some point in the bladder. That 
seems as if the hematuria was distinctly more 
pronounced than one would expect it to be from 
a tuberculous bladder alone. 

Of course we can get marked bleeding from 
an enlarged prostate, but from what Dr. Spence 
tells us we know he had no retention. Carcinoma 
of the prostate is not likely to cause bleeding 
until late in the course of the disease when the 
nodules of carcinoma have grown yp on the 
trigone and around the bladder neck and are 
ulcerated into the bladder. Hypertrophy of 
the prostate is much more likely than carcinoma. 

It seems to me that if you look at this film 
closely you can see the indentation on the left 
lateral wall which probably was a filling defect 
due to the growth. 

The reason for destruction of the left kidney 
is not perfectly clear. These look to me like 
tuberculous glands. I should think he might 
possibly have tuberculosis of the kidney in addi- 
tion to carcinoma of the bladder. I should 
that the destruction to the kidney from 
pressure made by the tumor around the ureteral 
orifice, although that is the most common cause 
of death in carcinoma of the bladder, had 
hardly been pronounced enough in this case to 
cause a long-standing pyonephrosis such as 
this appears to be. I would hazard a rather 
wild guess that he has tuberculosis of the kid- 
ney, and we know from what Dr. Spence said 
that he has carcinoma of the bladder. 


Furtuer History 


History of interval. After his discharge he 
was under the care of his own physician. All 
his urinary symptoms persisted practically un- 
changed. His frequency was now about every 
half hour during the day and ten to fifteen 
times each night. Gross hematuria was inter- 
mittent, but the urine always had a pinkish 
tint. He had suprapubic pain and also pain 
in the bladder that radiated down the posterior 
aspect of the right leg. 

Second admission, six months after his pre- 
vious disch 

The physical examination was the same as on 
the previous admission. 
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The urine was grossly bloody and showed a 
trace of albumin. Examination of the blood 
count of 4,700,000, a hemo- 
cent. The white cell count 

non-protein nitrogen 26 milli- 


On the tenth day a left nephrectomy was per- 
formed. He was put. on constant drainage a 
few days following operation and remained in 
‘fairly good condition. Three weeks following 
the nephrectomy a right ureteral anastomosis 
to the sigmoid was performed. A few days 
following this operation he developed rales in 
both bases with slight dullness. His tempera- 
ture rose to 103°. He had occasional chills. 
One stool was grossly bloody. He was given 
intravenous glucose, but continued to go down- 


hill and died six days after the last operation. 


FurTHER CLINICAL DIscUsSION 


Dr. Houmes: There are two points in con- 
nection with this case that I should like to 
emphasize. First, the calcification secn in the 
ureter and in the kidney can occur in carcinoma 
of the pelvis, but it would have to protrude into 
the pelvis. Tumors within the kidney itself 
where the urine does not come in contact with 
them do not in my experience show calcification. 
In this case the shadow seems to be in the cor- 
tex, and I think that is evidence in favor of 
tuberculosis. The same thing happens in the 
bladder; when a tumor protrudes into the blad- 
der itself, so that it is washed by the urine, it 
may have calcification over the surface, but this 
mass seems to be outside the bladder. It seems 
very unlikely that that mass below the sacro-iliac 
articulation could be carcinoma. Perhaps Dr. 
Mallory will comment on the possibilities of 
calcification in these tumors outside the urinary 
tract. 


The other question was whether radiation of 
the bladder was considered. I think in tumors 
of the bladder particularly the bleeding ones 
do very well under radiation. A good deal of 
irritation disappears and the bleeding stops 
almost invariably. There may have been some 

very * reason why it was not done. 

Dr. J. DRIN Barney: There is an in- 
tervening step I did not hear about or have 
forgotten. What did we do to the tumor of 
the bladder? 

Dr. SpeNcE: We let it alone. Transplant- 
ing the ureter into the colon was just a pallia- 
tive measure. 

Dr. Barney: As has been said, I trans- 
planted the ureter into the sigmoid. There 
were no particular difficulties about it, but 


than three weeks to do this. He was not in good 
shape, with tuberculosis perhaps the main thing. 
In other words he was devitalized. That be 
the reason why his anastomosis did not work. 
It is also quite possible that the remaining kid- 
ney was also tuberculous, because we know, 
granting that the first one was tuberculous, that 
it is quite possible that the right one was; but 
we could not find the usual evidences of it. It 
is not uncommon to find the second kidney tu- 
berculous when the clinical evidences are agai 
it. In fact even the histologic evidence did not 
show that it was tuberculous. It is hard to 
explain why the anastomosis did not work. 
Dr. Mattory: Have you anything to add, 
Dr. Smith? 


Dr. Smitu: Only to say that my 
in transplanting ureters in these cases of ad- 
vanced carcinoma of the bladder has been very 
discouraging. The patients have no resistance 
at all. The slightest bit of sepsis will kill them. 
I think in that advanced type of case it is just 
luck if you get by, no matter how well you do 
the operation. Usually the kidneys are both 
infected and you have that handicap already 
to start with. 

Dr. Barney: I think it has been mentioned 
that at the time of this operation, at which I 
did the anastomosis, evidences of much more 
extensive neoplasm in the bladder were found 
than we had suspected by cystoscopy and other 
methods of examination. It was very extensive 
and apparently extended outside the bladder. 


CuricaL DiadN (From Hosprtan Recorp) 


Renal tuberculosis. 
Carcinoma of the bladder. 


ANATOMIC DIAGNOSES 
(Probable tuberculosis of the left kidney). 
rative wound: left nephrectomy. 
Epidermoid carcinoma of the bladder. 
Operative . anastomosis of right ureter 


Chronie fibrous pleuritis, marked. 
Healed pulmonary tuberculosis. 
Arteriosclerosis, marked coronary, slight 
aortic. 
Aortic stenosis, calcareous. 
PaTHOLOGIc DIscussION 


Dr. Mauuory: The kidney which was re- 
moved at the nephrectomy was a completely 
destroyed one. There was simply a shell of 


connective tissue around a huge caseous semi- 
calcified mass. At no point could we find any- 
thing that 2 an active tubereulous 
p on the doctrine of chances 
po i bably was a burned out tuberculosis, 

though I do not see how anyone can be per. 


rocess. I think 
it 


CABOT CASE RECORDS | 
X-ray examination of the genito-urinary tract 
was the same as on the previous examination. 
With sigmoid. 
Separation of anastomosis. 
Pyonephrosis, right. 
Pelvic peritonitis. 
some Treasor hid no Work, 
but hindsight being better than foresight I 
think it would have been better to wait longer 
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ped entirely away from its 
sigmoid and infection had developed. 

The opposite kidney was a very large one, 
weighing 275 That in 

compensatory hypertrophy for the com- 

plete destruetion of the first kidney, but was 
partly due to diffuse infection. At the time 
of gross examination it was thought to be 
tuberculous, but microscopic examination shows 
multiple small abscesses with no trace of tuber- 
culosis. The nephritic abscesses were ed 
as a secondary infection from his bladder. The 
bladder tumor itself was unusual in character. 
It was a complete ring that encircled the en- 
tire bladder slightly above the trigonum and 
practically bisected the bladder into two parts, 
a small bladder below and a small bladder 
above, with a very minute connection between 
the two 


Dr. Surrn: Do you remember if he had dis- 
tant metastases ? 

Dr. Mallonr: None was found anywhere. 

Dr. Houmes: Did the tumor involve the 
adrenals, or were they destroyed in any way? 

Dr. Matstory: The left adrenal did show 
some areas of calcification. 

Dr. Houtmes: Was the left ureteral orifice 
involved by the tumor? 

Dr. MalLoxv: No, the tumor was above the 


trigonum. 

A Puysicran: What are those areas of cal- 
cification in the pelvis? 

Dr. Matuory: That I cannot tell We 


did not notice anything at the time of autopsy. 
He did have a few calcified lesions in his lungs 
and one or two lymph nodes in the retroperit- 
oneal tissues. We did not examine the pelvis. 

Dr. Cuute: Did you find tuberculosis of the 
epididymes? They made a note that they were 
hard. 


Dr. Matitory: We did not look for that. 

A UnoLodisr: What was the condition of the 
remaining kidney? 

Dr. Mauiory: That showed a very diffuse 
pyelonephritis, a pretty severe one, which was 
probably the most significant cause of death. 

Dr. Barney: Can Dr. Spence tell us what 
the condition of the right urine was before the 
anastomosis was done? 

Dr. Spence: It showed 0 to 1 white cells. 

Dr. Barney: Did it have a good function? 

Dr. SPENCE: It is not recorded, but the total 
function was good, therefore the function from 
that kidney must have been. 

Dr. Barney: As I remember it we took into 
consideration the possibilities of infection and 
found it was not present, although the infec- 
tion you found was undoubtedly a result of my 


anastomosis and not something that preceded 
the anastomosis. 
Dr. Matsory: Yes, I think I was probably 


wrong in that. Histologically it is a very acute 
process unquestionably. 
CASE 20082 
PRESENTATION OF CASE 


A fifty-five year old white married postman. 
entered the Emergency Ward complaining of 
substernal pain and dyspnea of one day’s dura- 
tion. The history was not very reliable because 
it was obtained entirely from the patient’s sis- 
ter-in-law. The patient himself was deaf, ill, 
and not able to give much. 

Approximately two months before entry the 
patient began to feel less well than — and 
to lose appetite, but continued to work. His 
appetite continued to be poor. Eating was 
associated with considerable eructation of gas 
but no vomiting. His bowels gradually became 
constipated. After a week’s rest he was able 
to return to work, but five days before entry 
he felt nauseated and vomited. Because of in- 
creasing fatigue he called his physician, who 
gave him some pills and a tonic. That evening 
he had several diarrheal stools containing slimy 
material. The evening before entry he had 
severe pain in the lower central part of his 
chest, a little worse on inspiration but quite 
constant and without radiation. This pain be- 
came steadily worse and breathing became more 
difficult. He had some dry cough. During 
the week before admission his output of urine 
was less than usual and for the sixteen hours 
previous to entry he was anuric. On the morn- 
ing of admission he complained of severe fron- 
tal headache, which had remained about the 
same. There was no blurring of vision or edema. 

Family history. His father was dead. His 
mother died at fifty-six of heart trouble. Three 
siblings were living and well. There was no 
familial history of tuberculosis or cancer. 

Marital history. He had been married for 
twenty-nine years. His wife and one child 
were living and well. There had been no other 
pregnancies. 

Past history. Five years before entry he had 
abdominal pain and was told by his doctor that 
he had gravel. He had been getting gradually 
deaf for the past thirty years. Ten or fifteen 
years before admission he had an abscess in his 
ear treated at the Eye and Ear Infirmary. He 
had no chronic discharge. He frequently had 
head colds, with an occasional nosebleed. For 
several years past he had had frequency two or 
three times at night and five or six times a day. 

Physical examination showed a sick looking 
man, mentally hazy but not disoriented. His 
breath was uriniferous. There were diffuse 
twitchings of the muscles and nausea with fre- 
quent vomiting. The skin and tongue were dry. 
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demonstrating tubercle bacilli, a thing which 

would be pretty difficult. | 
The autopsy findings showed that the anas- 

tomosis, as was of course known, had broken 

down. The terminal portion of the ureter had 
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There was moderate sclerosis of the retinal 
arteries without hemorrhage or exudates. The 
heart was slightly enlarged, the percussion bor- 
ders being 9.5 centimeters to the left of the 
midsternal line and 3 centimeters to the right. 
The sounds were of fairly good quality, without 
definite organic murmurs or gallop. There was 
a loud high-pitched to-and-fro sound all over 
the precordium, loudest at the base. This was 
taken to be a friction rub, although it was less 
rough than one would expect. The blood pres- 
sure was 170/80. There was very slight non- 
pitting edema of the feet. The bladder dullness 
extended two thirds of the way to the umbilicus. 
The chest was clear except for a few moist rales 
at the bases. 

The temperature was 101°, the pulse 102. 
The respirations were 30. 

Examination of the urine showed a specific 
gravity of 1.012, a trace of albumin and occa- 
sional red blood cells, epithelial cells and bac- 
teria. A catheter specimen showed colon bacil- 
lus. Examination of the blood showed a red 
cell count of 2,400,000, with a hemoglobin of 45 
per cent. The white cell count was 17,700, with 
95 per cent polymorphonuclears. Examination 
of the stools showed them to be of liquid con- 
sistency and alkaline reaction, with a two plus 
guaiac. The non-protein nitrogen was 190 
milligrams, the carbon dioxide combining power 
24 per cent. 

The patient was given 1500 cubic centimeters 
of normal saline subcutaneously and morphia 

r. n. His course was progressively downhill. 

spite of intravenous glucose and daily clysis 
of normal saline he put out very little urine. 
He was seen by a urological consultant, who 
found no obstruction to account for the reten- 
tion and apparent uremia. The patient failed 
rapidly and died five days after admission to the 
Emergency Ward. 


DIFFERENTIAL DIAGNOSIS 


Dr. Water Baver: There is obviously not 
much doubt that we were dealing with a patient 
who had uremia, and in reconstructing the story 
I think we can say that he showed evidence of 
impaired kidney function going back over a 
period of at least several years. 

He had a history of nocturia two or three 
times a night and increased frequency by day. 
The symptoms which he complained of during 
the two months prior to entry, including those 
referable to his gastro-intestinal tract as well 
as his fatigue, can very well be explained on the 
basis of an increasing retention of nitrogenous 
products which would normally be excreted by 
the kidney. The history itself even suggests that 
we may have been dealing with colitis, which 
we see in patients in the terminal stage of 
Bright’s disease or uremia. 

His physical examination certainly is per- 
fectly consistent with a diagnosis of uremia. 


The laboratory data that we have are those of 


failure to concentrate urine, the specific gravity 
being recorded as 1.012. He has a very definite 
anemia, which is what we would expect if we 
were dealing with a chronic progressive glomer- 
ular nephritis. He has a leukocytosis with a 
high blood count, which is not what we should 
expect in uremia or in the anemia associated 
with chronic Bright’s disease, but he evidently 
has some acute process going on which started 
twenty-four hours prior to his entrance. He 
has a definite elevation of non-protein nitrogen, 
a very high one in fact, 190, and a definite re- 
duction in carbon dioxide, showing that he has 
the acidosis which we see in a terminal stage of 
nephritis. 

The one doubtful point is the note in the 
past history that five years prior to entrance he 
had been treated for abdominal pain and was 
supposed to have passed gravel. I suppose it is 
conceivable that the man may have had gradu- 
ally increasing kidney caleuli with enough sub- 
sequent destruction to the kidney tissue to give 
him a gradually increasing impairment of kid- 
ney function, and that his terminal state might 
have represented such a condition, because as 
we know, renal calculi, particularly the larger 
ones, can be present for vears without symptoms 
and are sometimes detected only on routine x- 
ray examination of the abdomen for one cause 
or another. 


I think however it would be much safer to 
stick to a diagnosis of uremia due to a progres- 
sive chronic glomerular nephritis. He proba- 
bly had an associated colitis. A pericarditis 
was revealed on physical examination. Of course 
we know that pericarditis is found in uremia, 
but it is not associated with pain of the severity 
of which this man complained. Therefore I 
should be inclined to place considerable empha- 
sis on this sudden attack of pain in the lower 
chest associated with increasing dyspnea. He 
had no signs of failure. This I believe could 
probably best be interpreted as being due to 
coronary disease or coronary occlusion, and I 
should be inclined to think that his pericarditis 
was secondary to that rather than associated 
with a terminal uremia. 


He had a temperature of 101°, a pulse of 102, 
and nothing more on physical examination to en- 
able me to say with certainty that we are deal- 
ing with a coronary occlusion. The heart sounds 
were of good quality; there was no gallop 
rhythm, no pulsus alternans or other findings 
which we might expect with coronary occlusion. 
The blood pressure was 170/80, but we have no 
assurance that two weeks previously it was not 
250/140 or something of that sort. 


Therefore I should be inclined to say that this 
man had uremia secondary to a chronic glomer- 
ular nephritis, that he had arteriosclerosis and 
probably a coronary occlusion. There is a possi- 
bility that these findings may have been due to 
kidney obstruction secondary to the presence of 
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renal calculi. This possibility however is very 
remote. ‘ 

Certainly we should always think of the pos- 
sibility of polycystic kidney, but here again we 
have nothing to substantiate such a diagnosis, 
there being nothing in the history or the phys- 
ical examination to suggest it. 

Dr. Tracy B. Matuory: Are there any other 

tions as to diagnosis! 

J. H. Means: I think his bladder is rather 
uzzling. I do not see why it was overdistended. 
he had an oliguria due to kidney disease and 
no obstruction in his urinary tract lower down 
he ought to have had an empty bladder. We 
are told there was no mechanical cause. I won- 
der if there was any other kind of cause why 
he could not empty his bladder, and I wonder, 
granting that he had a chronic kidney lesion, if 
perhaps the bladder was more in the nature of 
a cause than an effect ; whether because he could 
not empty his bladder he got some back pressure 
and that gave him uremia with a kidney of low 
function existing previously. I wonder if he had 
tabes or any other neurologic cause for his in- 
ability to empty his bladder. I should like to 

know what happened after he emptied it. 

Dr. Mautiory: Can you tell us, Dr. Trevett? 

Dr. LAvuRENCE D. TrEveTT: He was catheter- 
ized but did not improve. 

Dr. Matuory: You found no obstruction? 

Dr. TrEvETT: No. 

Dr. Means: Did the bladder fill up again? 

Dr. TrEveTT: He was putting out very lit- 
tle urine. 

Dr. Epwarp L. Youna, Jr.: How much did 
you get when you catheterized him? 

Dr. TREVETT: We took out only ten ounces. 

Dr. MALLORY: 
Dr. Smith? 

Dr. D. Smit: As Dr. Bauer said, 
the uremia is obvious. As to the matter of urin- 
ary obstruction, in view of his history of pos- 
sible stone and his retained urine in the bladder 
I asked Dr. Colby to see him and clear that up. 
The real diagnostic problem I felt was a differ- 
entiation between the end stage of a chronic 
glomerular nephritis and a vascular nephritis 
on a background of prolonged hypertension and 
arteriosclerosis. I guessed wrong as a matter of 
fact. The man’s age was more compatible with 
vascular nephritis. It would have been more 
likely to be glomerular nephritis if he had been 
ten years younger. Furthermore there was no 
history in the past to suggest any acute or sub- 
acute glomerular nephritis. At the same time 
I guessed it was glomerular nephritis just as 
Dr. Bauer did, and I think mainly because he 
had this final uremia and because in my experi- 
ence it is somewhat unusual for vascular nephri- 
tis secondary to hypertension and arteriosclero- 
sis to end in uremia. Cardiac symptoms and 
cerebral symptoms are very much more common 
and uremia more uncommon. Another factor 
that turned me toward a diagnosis of chronic 


Have you anything to add, 


glomerular nephritis was the extreme grade 
anemia, which I felt to be more characteristic 

a glomerular nephritis. My diagnosis was like 
Dr. Bauer’s, that it was the end stage of a 
chronic glomerular nephritis. 

I did not feel that there was any question of 
coronary thrombosis. I felt that the pericardi- 
tis was the typical pericarditis that we get in 
persons dying of uremia and chronic nephritis. 
The fact that he had muscular twitchings and 
finally a generalized convulsion would I think 
be against the obstructive type of uremia. Is 
that right, Dr. Colby? Would obstructive ure- 
mia give a different picture? 

Dr. FLRTrC Cotsy: Yes. 

Dr. Surrn: I made a diagnosis of chronic 
glomerular nephritis, terminal uremia and peri- 
carditis. 

Dr. Cotsy: We might seem a bit confused 
about the lowered renal function from nephritis 
and obstructive lesions or surgical lesions of the 
kidney more frequently than we apparently are. 
This is rather a good example of that I think. 
In other words, as the patient’s history is taken 
and physical examination is done, as a general 
rule there is little question in one’s mind as to 
whether the patient is suffering from a nephri- 
tis, call it a medical nephritis, chronic glomeru- 
lar nephritis, or nephritis caused by an obstruc- 
tive lesion possibly with infection secondary. I 
think the reason is that in the obstructive le- 
sions the symptoms.are so very definite. In this 
case if the patient had had a low renal function 
as the end result of calculus or an enlarged pros- 
tate, with gradually failing kidney function, the 
obstructive symptoms from the enlarged pros- 
tate would have been predominant and the pa- 
tient would have given a very definite history 
of difficulty in urination rather than simply of 
the frequency in nephritis. If the nephritis is 
due to caleulous disease that is usually perfect- 
ly evident. One kidney may have been com- 
pletely obstructed for a long time and have 
gone to pieces; the other kidney may have been 
partially obstructed by a stone for a considerable 
length of time; there may have been bilateral 
infection, and yet the non-protein nitrogen will 
stay low in these cases for a surprisingly long 
time, until the patient is in the terminal stages. 
We have such a patient in the hospital now. One 
kidney is a large pyonephrotic sac, the other has 
been obstructed for a long time by a stone in the 
ureter. While the patient is in very poor shape, 
weighs eighty pounds, and has been very septic 
for a long time, the non-protein nitrogen is 23. 
So that this differentiation between the nephri- 
tis of obstructive etiology and the usual nephri- 
tis very seldom comes up. 

As I remember this man, there was no evi- 
dence at all by rectum or through the cystoscope 
of any real enlargement of the prostate such as 
would cause his symptoms. The reason he did 
not empty his bladder when he came in I think 
was p general weakness. Any patient 
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with a non-protein nitrogen of 190 is in pretty 

shape. As I remember, after be was cath- 
eterized he had no further difficuliy in empty- 
ing the bladder of the urine that the kidneys 
could secrete. 


Dr. Youne: I perhaps am expressing my ig- 
norance of medical conditions. I ran into a sit- 
uation somewhat similar to this two months ago. 
A patient of about sixty could not empty his 
bladder. In the end it appeared that the anuria 
which he had was due to a drop in blood pres- 
sure from an unrecognized coronary thrombosis. 
Because of the drop in blood pressure the kid- 
neys did not shoot things through and he devel- 
0 an anuria due to that. I had not appre- 
ciated that situation before. Perhaps it is a 
well-known condition to the medical man. 

Dr. SmitH: It is entirely possible. Any man 
as sick as that may not void. I have seen dis- 
tended bladders in typhoid and pneumonia. Any 
person who is as sick as this man can perfectly 
well have a bladder not distended, or distended. 

Dr. Cotsy: His blood pressure was 170. 


CIINICAL DIAGNOSES 
Chronie glomerular nephritis. 
Uremia. 
Terminal pericarditis. 
Anatomic DIAGNOSES 


(Uremia. ) 
and dilatation, hyperten- 


ve type. 
hae fibrinous pericarditis with effusion. 
Hydrothorax, bilateral. 
Ascites, slight. 
Arteriosclerosis, moderate aortic and renal, 
slight coronary. 


Cholesterosis of the gall bladder, slight. 
Trigonitis. 
PatHowoaic Discussion 


Dr. Matiory: The autopsy showed a pair 
of kidneys weighing 200 grams, which is two- 
thirds of the normal weight. The capsules 
stripped fairly readily and left granular rather 
grayish surfaces. The cortex was considerably 
narrowed, down to 3 millimeters, about half the 
normal thickness. 

Microscopic examination shows hyalinization 
of about five-sixths, we estimated, of all his 
glomeruli and very extensive sclerotic lesions. 
In none of the glomeruli are there any epithelial 
crescents or anything to suggest an active glo- 
merular process. The possibility of glomerular 
nephritis in the past could not be absolutely 
ruled out, although I am inclined to think there 
is no need of supposing it. The average glo- 
merular nephritic dying in terminal uremia 
winds up with a pair of kidneys weighing less 
than 150 grams, often less than 100 grams, much 
more atrophic than these were. It seems to me 
that everything is pretty well explained by 
nephrosclerosis. 

The pericarditis was an acute fibrinous one 
with massive shaggy exudate over both surfaces, 
very much more severe than the ordinary peri- 
carditis found in either coronary thrombosis or 
uremia. His coronaries showed a moderate de- 
gree of sclerosis, but there was no infarction. I 
think unquestionably that the substernal pain 
must have been due to pericarditis, although 
my impression was very much like Dr. Bauer’s, 
that it is not usual in uremia to have as defi- 
nite a pain as that. 

Baver: I have never seen it. 
A Puysician: What was the bacteriology ? 
Dr. MauLory: Our cultures were sterile. 
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BIRTH CONTROL AND NATIONAL 
RECOVERY 


THE prominence which the movement in favor 
of Birth Control has achieved in America is 
illustrated by the Conference on this topic which 
was held in Washington on January 15, 16 and 
17. The meeting occupied three days and 
counted among its speakers some of the best 
known medical men, sociologists and economists 
in the country. A glance at the program gives 
one an idea of the broad contacts of Birth Con- 
trol. On the first afternoon, national and inter- 
national population problems were considered; 
in the evening, religious, ethical and moral as- 
pects of Birth Control; on the second day, a 
special medical session was held. This included 
papers on Medical Indications for Contracep- 
tion, Is the Safe Period Safe?, Ovulation Time 
in Woman, The Endocrine Control of the Uterus, 
Immunity as a Method of Birth Control, Abor- 
tions, Sterilization, and Contraceptive Tech- 
nique. 

Another session was devoted to consideration 


gram. 

would amend a sixty year old law to — 
dissemination of birth control information by 
physicians was the theme of the dinner and the 


‘lof these problems may be undertaken in this 


country, and that so many intelligent people 
are interested in them. Such conferences have 
been held in England and the Continental coun- 
tries for a number of years. As to the relation- 
ship between Birth Control and National Re- 
covery, one may wonder whether linking these 
subjects together is not making the most of an 
opportunity. In the long run, national pros- 


_| perity and international amity may well depend 


upon population control, but let us hope that 
recovery from the depression will be well on its 
way long before the echoes of this present con- 
ference become merged in the fund of common 
knowledge. 


AN IMPORTANT BILL 


In the report of the Committee on State and 
National Legislation submitted to the Council of 
the Massachusetts Medical Society, February 7, 
emphasis was placed on the importance of House 
Bill 118, the essential features of which are set 
forth on pages 1366, 1367, and 1368 of the De- 
cember 28, 1933 issue of this Journal. 

One reason for the enactment of amendments 
to the present law is that Massachusetts stands 
in the deplorable position of having the most 
defective legal requirements respecting medical 
education and licensure in this country. This 
carries the implication that this Commonwealth 
may now admit to medical practice, physicians 
who have not had the advantages of reasonably 
good preparation for dealing with the illnesses 
of her citizens. The greatest and most costly 
disasters are imposed by disease. By a simple 
amendment to the present law, the State may 
raise the average efficiency of medical service. 
Under this law, the only premedical educational 
experience of a candidate for registration in 
medicine in this State is that he must have taken 
courses equivalent to those required for grad- 
uation from a high school. Even this is in- 
definite, and, when it deals with medical edu- 
cation, all that is required is graduation from a 
legally chartered medical school having the 
power to confer degrees in medicine, after at- 
tendance on a four-year course of a specified 
number of months. 

Even with these loose requirements there is 
no provision whereby the quality of instruc- 
tion in a medical school shall be subject to ap- 
proval by a competent body. There is no guar- 
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antee that a medical school may not become a 
diploma mill. 

Outside of Massachusetts the country has been 
gradually emerging from the chaotic conditions 
respecting medical schools of thirty years ago, 

so that at the present time every other State 
in the Union has the power to accept or reject 
the applications of graduates of medical schools 
under the authority of its several boards of 
registration. In other words, the boards of the 
more progressive States can determine whether 
a given medical school has met the requirements 
of the States under which such officials oper- 
ate. The situation in Massachusetts is that 
neither the Department of Education nor the 
Board of Registration in Medicine has any au- 


thority to examine medical schools to determine 


the quality of instruction given in their institu- 
tions. 

The strange and incongruous attitude of our 
Legislature toward medical education is empha- 
sized by the fact that the Board of Registra- 
tion of Nurses is given power to evaluate the 
standing of schools of nursing and can govern 
its acceptance of graduates for examination by 
its classification of these schools. 

For many years appeals have been made to 
our Legislature for the enactment of a law 
which would place Massachusetts on a parity 
with other states with respect to a classification 
of medical schools. 

The Legislature has resolutely denied the most 
important request of the Board of Registra- 
tion in Medicine for amendatory acts, and grad- 
uates of any legally chartered medical school 
as specified above can appear for examination. 

A medical school charter gives no assurance 
of approved quality of instruction according to 
standards adopted by the recognized evaluating 
body of this country. Aside from the question 
of what quality of medical service the State 
should approve, that of the predicament of a 
graduate of a substandard school is significant 
because he may find, after four or five years of 
attendance in a certain school, that the doors 
to medical practice in the several states are 
closed to him with one exception. 

History shows that the operation of the Coun- 
cil on Medical Education has been most helpful 
to medical schools in stimulating progress re- 
specting methods and quality of instruction, 
with the result that with a very few exceptions 
the doors of these institutions are open to in- 
spection. The unrecognized schools apparently 
do not wish for assistance in improving their 
curricula. 

The Massachusetts situation calls loudly for 
reform, but what is the likelihood of progress? 

The situation appears to be that comparative- 
ly few of our voters have any effective concern 
about existing conditions and the opposition is 
united, has worked, and probably will work, 
against any favorable change in the law. 


The name of one member of the legislative 
committee which last year considered requests 
for legislation, appears as Dean of the Faculty 
of a medical school, representatives of which 
have recorded opposition to the bill drafted by 
the Secretary of the Board of Registration in 
Medicine. This Dean sat on the committee at 
the hearing. 

In some sections of the State, physicians have 
tried to create in the minds of our Senators 
and Representatives interest in this bill, but 
only united action is likely to be effective. If 
the bill is defeated, it will be another demon- 
stration of the indifference of a large propor- 
tion of the doctors of the State. Five thousand 
doctors with a united will would impress the 


Legislature. 


It should be known that House Bill 755 on 
the petition of C. Ruggles Smith, is in opposi- 
tion to the features of House Bill 118 sponsored 
by the Board of Registration in Medicine. Mr. 
C. Ruggles Smith’s name appears in the faculty 
list of the Middlesex College of Medicine and 
Surgery. 
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ton University School of Medicine. First As- 
sistant Obstetrician, Massachusetts Memorial 
Hospitals. Visiting Gynecologist to O.P.D., 
Massachusetts Memorial Hospitals. His sub- 
ject is ‘‘A New Method for the Prediction of 
the Sex of the Fetus.’’ Page 421. Address: 
311 Commonwealth Avenue, Boston. 


Apams, Bengamin D. M.D. University of 
Vermont College of Medicine 1908. F.A.C.S. 
Assistant Professor of Surgery, University of 
Vermont College of Medicine. Attending Proe- 
tologist, Mary Fletcher Hospital, Burlington, 
Fanny Allen Hospital, Winooski; Consulting 
Proctologist, Bishop de Goesbriand Hospital, 
Burlington. His subject is Device for Fixa- 
tion of Hands and Arms for Certain Opera- 
tive Cases. Page 423. Address: 266 Main 
Street, Burlington, Vermont. 

Rockwe.u, Jonx A. S.B., M.D. Boston Uni- 
versity School of Medicine 1899. His subject is 
Lest We Forget.“ Page 424. Address: 24 
Garden Street, Cambridge, Massachusetts. 

— 


MASSACHUSETTS LEGISLATIVE 
NOTES 


8. 162 It should not be forgotten that Senate 162 
is a bill to license chiropractors. It is very similar 
to those bills which have been in evidence hereto- 


fore. No assignment for hearing has appeared in 
the legislative bulletin. 


H. 118 Recommendations of the Board of Regis- 
tration in Medicine relative to the educational quali- 
fications of applicants for registration as qualified 
physicians. This bill has been referred to in these 
columns, and should create an active interest in the 
minds of physicians throughout the State. It has 
not been assigned for hearing. 


H. 147 Defining and relating to narcotic drugs, 
etc., has been assigned for hearing March 1. 


H. 293 Relative to the sale of drugs, medicines, 
chemicals and poisons, will be heard March 1. 


N. 294 Which relates to the prohibition of persons 
not conducting licensed drug stores from using cer. 
tain designating terms or words will be heard 
March 1. 


H. 896 Special attention should be given to the at- 
tempt to do away with the compulsory vaccination 
of school children. This bill will be heard March 6, 
and H. 1198, for the establishment of a board of 
examination and registration to regulate the prac- 
tice of magnetic healers, will be heard March 7. 


H. 524 was considered by the Legislative Commit- 
tee on Education on February 15. This bill is de- 
signed to give to the University of Massachusetts 
authority to grant the usual University and College 
degrees. 


Dr. Payson Smith, State Commissioner of Educa- 
tion, and Dr. Stephen Rushmore, Secretary of the 
Board of Registration in Medicine, opposed the grant- 
ing of this authority. 


— 


MISCELLANY 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC ED- 
UCATION OF THE MASSACHUSETTS MEDI- 
CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH 


Heart Disease IN Minn Ace* 


BY WILLIAM H. ROBEY, M.D. 


It is difficult to separate heart disease as it oc- 
curs in young and middle-aged adults from that 
of children, for the simple reason that many of 
the abnormal heart conditions seen in the later 
decades of life have their origin in youth. 

With the exception of congenital heart disease— 
a structural defect found at birth representing a 
very small per cent—children are born with normal 
hearts which become diseased as a part of the 
infections of early life. The chief infection af- 
fecting the heart is rheumatic fever and its allied 
conditions, tonsillitis, St. Vitus’ dance and dis- 
eased teeth. Diphtheria, scarlet fever, pneumonia 


*Station WBZ. November 24, 1933. 4:30 P.M. 
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and typhoid fever produce poisons in the body 
which seriously affect the heart during the course 
of the disease but if the patient recovers from the 
infection, no serious damage results and the heart 
is able to function normally and efficiently through 
a long life. The number in which permanent im- 
pairment occurs is extremely small. Not so when 
rheumatic fever invades the body since about sev- 
enty per cent of its victims suffer lasting cardiac 
effects. Reduce rheumatic fever, and you reduce 
heart disease. The importance of this has been 
shown by the statistics of Dr. Haven Emerson in 
which he says that when rheumatism completes 
its cycle from onset through a period of disabling 
symptoms to and through the time of decompen- 
sation, among those under the age of forty (in 
which period occurs the majority of cases of rheu- 
matism) we find that the onset is under ten years 
in 19 per cent of the cases, between ten and twen- 
ty years of age in 37 per cent, between twenty 
and thirty years in 23 per cent, and between thirty 
and forty years in 21 per cent, so you will see 
that the greatest incidence of rheumatic fever and 
its cardiac complications occur in the second 
decade of life. On the average, four years elapse 
between onset and cardiac disability which con- 
tinues in varying degrees for about seven years 
before some signs of heart failure appear. 
Naturally there are great variations in degree 
and duration of the symptoms but the result is 
eventually the same. While vaivular disease is 
the rule, rheumatic fever in early life doubtless 
plays a considerable part in the heart degenera- 
tions of middle life. Of great importance are the 
studies, of Winternitz of Yale and others, of the 
diseases of the arteries and veins in such infections 
as rheumatic fever. This study has a distinct 
bearing upon the heart muscle degeneration and 
high blood pressure cases of middle life which 
appear to have escaped rheumatic valvular dis- 
ease in the earlier years. Chronic rheumatism 
with its disfiguring deformities does not concern 
us in this talk since it rarely attacks the heart. 
Unfortunately for us, the definite bacterium of 
rheumatic fever has not been discovered, so that 
there is no vaccine or serum which can be used 
either in the immunization of patients against the 
disease or in its treatment. A serum has recently 
been tried in rheumatic fever but it is as yet 
too new to warrant any statement concerning its 
value. Even if a potent serum should come into 
general acceptance, its effectiveness would still be 
considerably reduced if foci of infection were al- 
lowed to remain in the body pouring out their 
poisons into the blood stream. The most promi- 
nent foci are diseased tonsils, infected teeth and 
any cavity harboring pus organisms. Pus-contain- 
ing tonsils giving repeated attacks of tonsillitis, 
vague pain in the joints, fever and evidences of 
ill health should be removed, if possible, before 
the heart becomes involved. In the opinion of 
many physicians today, procrastination on the part 


of tonsillitis patients, or a doubt of the value of 
tonsillectomy, has been responsible for heart dam- 
age which has ruined the lives of many individ- 
uals. In some cases of rheumatic fever where 
the tonsils are proved to be at fault, and where 
all medical treatment has failed, we have per- 
formed tonsillectomy even in the presence of in- 
flamed joints and high fever with the almost im- 
mediate cessation of the disease and this without 
any untoward results or complications. Infected 
teeth are less responsible for rheumatic heart 
disease than tonsils but good and regular care of 
the teeth unquestionably will reduce the incidence 
from this cause. 


Another source of heart disease is found in the 
social diseases, most important of which is syphi- 
lis. Its effect upon the heart may be acute or 
chronic and its progress insidious. The parasite 
of syphilis attacks the heart muscle and more 
particularly the aorta and aortic valve. Regurgita- 
tion of blood through the aortic valve in a child 
is often the result of rheumatism but in a middle- 
aged man, it is frequently due to syphilis. Ten 
to twenty years after the initial lesion, the syphili- 
tic heart gives its first sign of distress, incapaci- 
tates the sufferer and closes a life which should 
have seen twenty or thirty years more of useful- 
ness. Much has been done to prevent syphilitic 
cardiac disease by early diagnosis and prompt, 
thorough and efficient treatment but notwithstand- 
ing these resources some do not escape. Is it any 
wonder that the United States Public Health Serv- 
ice and other organizations are doing all in their 
power to stamp out this menace by various educa- 
tional methods? A long forgotten initial lesion 
may appear later under the clinical mask of dis- 
eases of other structures but may fail to present 
any definite clinical symptoms of syphilis so that 
it behooves the physician to be on the lookout for 
this disease and thus save the patient from its 
damaging results. Then, too, the patient should 
reveal his past history in order that his life may 
not be ruined by a vascular disorder which can be 
arrested by proper treatment if taken in time. The 
physician must not be blinded by social position or 
uprightness of character in the patient or forget- 
fulness of a youthful misfortune. 


American life, aided by infectious and degenera- 
tive diseases, produces many cases of hardening of 
the arteries. With hardening of the arteries 
throughout the body, more work is thrown upon 
the heart, which eventually fails under the strain. 
Finally the coronary arteries which supply the 
heart muscle with blood become so damaged that 
they can no longer function so that the heart 
fails in its work suddenly or slowly. Sudden 
death is generally due in the middle-aged or elderly 
to this type of failure, rarely to apoplexy. Its fore- 
runners are undue fatigue, undue breathlessness, 
pain about the heart and constantly and abnormal- 
ly high blood pressure. Middle-aged men at the 
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height of their activities die suddenly from heart 
disease because they are carrying on more strenu- 
ously at sixty than they did at thirty when the 
bodily mechanism was more elastic and much bet- 
ter able to stand the strain. Regular physical 
examinations, the regulation of diet, weight and 
physical work and simple living add years of life 
and comfort. With rare exceptions degenerative 
diseases of the heart and blood vessels even in 
their incipiency show their early symptoms which 
can be discovered by your physician if you give 
him the opportunity. Waiting until some break- 
down of the circulation occurs is poor business 
from every standpoint. Likewise, worry over 
fancied diseases of the heart is disturbing to the 


general health and can often be cleared away by 
a simple and straightforward explanation. 

Take for example the rapid or irregular heart of 
goitre. The heart is rapid because it is being 
overstimulated by too much thyroid secretion. 
Physicians are able to recognize this condition 
before the heart becomes worn out by the poisons 
of an increased thyroid gland, and successfully 
treat it. 

Education in medical matters is quite as impor- 
tant to the public as other forms of instruction, 
hence these lectures jointly sponsored by the Pub- 
lic Education Committee of the Massachusetts 
Medical Society and the Massachusetts Depart- 
ment of Public Health. 


COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1932 
AND SEVEN YEAR AVERAGE 


Montu JANUAR 6, 1934 


Week ending Dec. 16, 1933 


Diseases 


Average cases reported 
for week corresponding 

to Jan. 6 for past 

seven years 

Week ending Dec. 17, 1932 


Week ending Dec. 30, 1933 
Week ending Jan. 6, 1934 


Anthrax 
Cerebrospinal Men. 
Chicken Pox 
Conjunctivitis Inf. 
Diphtheria 
Encephalitis Epid. 
German Measles 
Influenza 
Measles 
Mumps 
Paratyphoid Fever 
Pneumonia (Broncho) 
Pneumonia (Lobar) 
Poliomyelitis 
Scarlet Fever 
Septic Sore Throat 
Smallpox 
Trichinosis 
Tuberculosis (Pul.) 
Tuberculosis (O. F.) 
Typhoid Fever 
Undulant Fever 
Whooping Cough 
Gonorrhea 
Syphilis 


LeBel SSl wu | | Week ending Dee. 23, 1933 


48 


| | Week ending Dec. 24, 1932 
2 % | | Week ending Jan. 7, 1933 


— 


ane 


— 
Week ending Dec. 31, 1932 
— 


188328 


— 


SIIISIT II lal | 


2S) 


14 
37 


14 
34 


SAE S| Se Seu Seen | 
— 
— 


2 8814 


Remarks: No cases of Asiatic cholera, glanders, plague, or yellow fever during the past seven years. 
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THE INDIANA PLAN FOR EMERGENCY 
MEDICAL AID TO THE INDIGENT* 


Emergency medical aid to the indigent is a prop- 
er charge against poor relief funds. Various prac- 
tices have been followed by the townships of 
Indiana, including contracts with individual physi- 
cians and township and county medical societies, 
payment in a lump sum, or on a fixed schedule of 
fees, or use of some or all the physicians of a 
township without contract but on an agreed fee 
basis, or subject to whatever fees are customarily 
charged by the physician in question. 

The amount of medical aid has ranged to the 
extremes of care for chronic or even supposed ail- 
ments, and surgical operations, the need for which 
was not acute but of long standing, to practically 
no effort to provide even emergency medical aid. 

The Governor’s Commission on Unemployment 
Relief finds considerable difficulty existing in a 
number of local relief situations through disagree- 
ments or controversies over medical aid. It has 
conferred with a number of local relief groups and 
with representatives of physicians for the purpose 
of attempting to work out a plan which would in 
general eliminate the causes of controversy and 
at the same time assure adequate emergency medi- 
cal aid at a reasonable cost. 

As a result of this study it proposes, therefore, 
the following principles and recommends that lo- 
cal relief agencies use them as a basis for work- 
ing out their own local arrangements on this item 
of relief. 

1. Local public agencies will agree to pay only 
for such emergency medical aid as is specifically 
ordered by the agency through its official represen- 
tatives, and based upon an investigation and proof 
of need of the applicant for aid. 

In cases of emergency, or at such times as it 
may be impossible or impracticable to communicate 
with the authorities responsible, a physician may 
respond to a call, attend a case, and report such 
call at the earliest opportunity to the proper 
authorities, who shall then make the investigation 
as soon as practical, 

2. An emergency requiring medical aid shall be 
deemed to exist where an indigent person is suf- 
fering from any acute medical or surgical condi- 
tion requiring treatment for the elimination of pain 
or restoration of normal activities, or any chronic 
condition requiring treatment for preservation of 
life. It is recognized that there is considerable 
difficulty in arriving at a definition of emergency 
medical aid. It is intended by this definition to 
put a stop to practices in some townships of pay- 
ing for surgical operations or medical treatments 
for disabilities of long standing, and in which no 
emergency is indicated. For instance, there are 
reports of hernia operations charged to the town- 


*Prepared by the Executive Committee of the Indiana State 
Medical Association and promulgated by William H. Boole, 
Director of the Governor’s Commission on Unemployment Relief. 
This plan has been by the Relief Director at Wash- 
ington. 


ship, whereas the disability was known to have 
existed for a number of years previous to the in- 
dividual becoming a public charge. Likewise there 
are reports of tonsillectomies, considerable treat- 
ment of persons whose ailment is largely a men- 
tal state and for whom medical aid does no good, 
etc. Such treatments as these should not be 
ordered by the relief agency. Likewise, it is 
hoped by this definition to assure treatment for 
illnesses and surgical conditions that are plainly 
of an emergency character requiring such treat- 
ment to prevent permanent injury or loss of life. 

3. It is recognized that the best results from 
the standpoint of the indigent will be obtained if 
he is permitted to use his customary physician. 
This should be made possible under any plan, ex- 
cept that extraordinary expense for travel should 
not be permitted if there is a physician within a 
given community qualified to give treatments. In 
general, this purpose should be sought. 

4. The service is most likely to be satisfactory 
if the local relief agency completes an arrange- 
ment with the township or county medical asso- 
ciation, by which the purpose given in paragraph 
No. 3 can be attained. 

5. The method of payment is usually the point 
of greatest difference. This has given rise to con- 
tracts with single or a few physicians within a 
community, as well as to insufficient medical aid 
where relief authorities have objected to what 
they believed to be high costs. Two plans are 
suggested, as follows: 

a. Payment on a fee basis. It is reasonable to 
pay according to the actual service received. How- 
ever, it is reasonable also to expect that physicians 
will be willing to accept a fee for poor relief 
services much lower than their customary fees. 
This is indicated not only because of the nature of 
the work itself, but also because the physician has 
only one debtor for this service, and usually will 
be paid with reasonable promptness. It is sug- 
gested that fees to be charged shall not exceed 
fifty per cent of the average fees charged within a 
community, but that a maximum scale be estab- 
lished which, with possible exceptions, shall not 
exceed 50 cents for an office call and $1.00 for 
home calls, with other services in proportion. Ex- 
ceptions may be arranged also for excessive travel 
necessary where there is no physician available 
within a community for needed service. 

Any exception to this rule could take place only 
in those few larger communities of the state 
where regular office call and home call fees are 
much above the average. At the low fee of 50 
cents an office call and $1.00 a house call a physi- 
cian must be expected to supply no drugs or medi- 
cines with the possible exception of inexpensive 
tablets or pills. 

b. Payment on a unit contract basis. In some 
communities it may be advisable not to use the 
fee basis, and this is proposed as an alternative, 
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In such communities, effort should be made to 
agree upon a reasonable total cost to the relief 
agency for all medical relief needed for the en- 
suing month. When that is done, individual pay- 
ments would be made on a unit basis. If, for in- 
stance, an office call was agreed on as the base 
unit, the officials and physicians would then agree 
upon what number of units to assign for any other 


tioned in Paragraph 2. There is no reason why 


operations. 

3. Federal aid money cannot be used in pay- 
ment of medical aid wherever a relief agency con- 
tracts with a single physician or a small group of 
physicians unless the Governor’s Commission has 
approved such arrangements. 

4. In any Federal aid county using the unit con- 
tract basis of payment for medical aid, the amount 
of money proposed to be agreed upon as the total 
expenditure within any month, must be submitted 
to the State Relief Director before the beginning 
of such month. Accompanying this figure should 
be information for each of the preceding six 
months, showing number of persons given medical 
aid, number of office calls, number of home calls, 
total of miscellaneous services, and actual expen- 
ditures incurred. 

It is suggested that if any relief agency is un- 
able to reach an agreement with the local medi- 
cal associations, a committee consisting of the 


State Relief Director and two representatives of 
the executive committee of the Indiana State Medi- 
cal Association will be available to advise and of- 
fer assistance. However, the State director re- 
serves the right to determine amounts of expendi- 
tures where State or Federal aid is involved. 

It is not intended by these suggestions to in- 
crease the cost of medical aid in any community 
except those which are not now providing neces- 
sary medical aid. 

These suggestions should be interpreted in the 
light of such a policy. Adequate medical aid at 
reasonable cost is the purpose of this statement. 

The State Relief Office will be in a position to 

reasonable 


SUMMARY OF MORTALITY FROM 
AUTOMOBILE ACCIDENTS 
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MORTALITY RECORDS FOR 1932 AND 1933 AS 
THE FIGURES FROM THE REPORTING CITIES 
SHOW: 


DeaTH Rate Per 100,000 Persons 
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form of medical aid. Physicians would report 
the number of units of medical service given with- 
in the month. At the end of the month, the total 
number of units of service would be divided into 
the total appropriations for the month, to de- 
termine’ the amount to be paid for each unit of 
service in that month. Physicians would then be 
paid accordingly. If a physician had given 100|charges for surgical service. 
units of service, he would receive 100 times the 
per unit rate for that month. If such a plan is Bite Be Meee 
used, at the close of the month, when reports ‘ 
have been received and payment made, the re- 
just what amount has been paid per office call, 
per home call, etc., and if it finds these rates — 
excessive or inadequate, the appropriation for the “gage 
ensuing month should be gauged accordingly. 

Arrangements upon unit contract basis shall be SESEBRSE CRS 
established only in communities specifically des- | 9 
ignated by the State Relief Commission. TTT yyy 

The above suggestions are submitted for consid- i 
eration of local relief agencies. The Governor's | 7 
Commission, however, wishes to add some specific | 
instructions which will apply to all counties re- | TH a4 
ceiving Federal aid. They are as follows: III 

1. Federal aid money cannot be used to pay 22 
hospital care or any other institutional care, or for |e ee 
medical aid to chronic cases of the character men- = 2 
— 
hospital bills may not be paid out of local relief 10 
funds. 10 

2. Federal ald money may be used to pay rea- I ˙ uae, 
sonable surgical fees but only for strictly emer- 

. 

10 
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THE THOMAS W. SALMON MEMORIAL COMMIT- 
TEE REPORT TO THE NEW YORK ACADEMY 
OF MEDICINE AND PRESENTATION OF POR- 
TRAIT OF THE LATE DR. THOMAS W. SAL- 
MON* 


Mr. President, Fellows and Members of the Acad- 
emy: 

I appreciate the honor of having been requested 
by your President to appear upon the program of 
this Annual Meeting. In behalf of the Thomas W. 
Salmon Memorial Committee of the Academy, I wish 
briefly to account for our stewardship. 

In keeping with the obligations assumed by this 
Committee, as agent for the Academy, the fields of 
psychiatry and mental hygiene have been surveyed 
im this country and abroad and the names of twen- 
ty-seven leaders in psychiatry, neurology, mental 
hygiene, psychology and the social sciences have 
been before the Committee for more than a year as 
possible recipients of the Salmon Lectureship award. 
The recent and remote contributions of these sci- 
entists have been made a matter of record and, in 


the archives of the Committee, future accomplish- 


ments will be recorded. 

It is a great pleasure to be able to advise the 
Fellows of the Academy of the unanimous selection 
of Dr. C. Macfie Campbell as the Thomas W. Salmon 
Memorial Lecturer for the year 1934. Dr. Campbell, 
Professor of Psychiatry at Harvard University since 
1920, has been an active participant in all of the 
leading movements for the advancement of psychi- 
atry. He was, for a number of years, President of 
the Massachusetts Mental Hygiene Society. He de- 
livered the Shattuck Lecture in 1924 on “Psychiatry 
and the Practice of Medicine,” the Gehrmann Lec- 
tures in Hygiene at the University of Illinois, in 
1932, on “The Schizophrenic Problem”; and the 
Lowell Lectures in Boston in 1932 on Human Per- 
sonality and the Environment.” 

His experience in directing a hospital which deals 
with a wide variety of social problems associated 
with psychiatric conditions and his eminence in the 
psychiatric world are so well known that it is un- 
necessary to review in detail his many contributions. 

The Salmon Memorial Lectures will be given here 
on April 13, 20 and 27, 1934. 

Not only has the Committee been charged with 
the responsibility of selecting the Salmon Lecturer, 
but upon it has devolved the task of stimulating ad- 
vance in psychiatry and associated fields within the 
resources at its command. To this end eighteen ap- 
plications for financial assistance of research proj- 
ects have been reviewed by the Committee. The 
large number of applications for aid necessitated 
the formulation of a policy which favors subsidizing 
research which can be made effective by a grant of 
a comparatively modest amount. The following 
projects were chosen for subsidies by the Com- 
mittee: 


*The major part of the report as delivered by the Chairman, 
Dr. C. C. Burlingame. 


Miss Muriel T. Bashlow, Judge Baker Foundation, 
for studies on psychometric results of clinical psy- 
chotherapy in cases of emotional blocking among 
juveniles. 

Dr. Clarence O. Cheney, New York Psychiatric In- 
stitute for Endocrinological studies in psychiatric 
patients. 

Dr. Franklin G. Ebaugh, Colorado Psychopathic 
Hospital, Denver, for studies on treatment of epilepsy 
with Emmenin (the name applied by Professor Col- 
lip of McGill University to a hormone he has isolated 
from human placentas). 

Dr. Norman Fenton, Bureau of Juvenile Research, 
California, for a study on the mental and social 
traits of 400 boys in a State Correctional School 
and the relationship of these traits to later be- 
havior on placement. 

Dr. John Levy, New York, for an experimental 
study of therapeutic approaches to enuresis. 

Dr. Jacob Kasanin, Clinical Director, State Hospi- 
tal for Mental Diseases, Howard, Rhode Island, for 
the purchase of an oscillometer for investigation of 
the peripheral circulation in schizophrenia. 

Dr. James L. McCartney, Director, Classification 
Clinic at Elmira, N. Y. for a classification of pris- 
oners. 

Dr. Lloyd H. Ziegler, Professor of Psychiatry and 
Neurology at Albany Medical School, for a study of 
psychopathic effects and their relation to the sur- 
face temperature of the body. 

The Editorial Board of the Archives of Neurology 
and Psychiatry, for the reprinting and distribution 
of certain articles dealing with the training of the 
neurologist and psychiatrist. 

A further responsibility has been entrusted to me 
by the Committee, and one regarding which I have 
considerable sentiment. I am sure that each mem- 
ber of the Committee who was personally associated 
with Dr. Salmon would have been pleased to have 
had this next duty entrusted to him, but through the 
generosity of the members, I have been selected to 
present to the Academy this portrait of Dr. Salmon. 
To all of us he is not only one of the great leaders 
of psychiatry, but one of the great men in medicine 
of our day. I have not altogether a cordial feeling 
about using the word “memorial” in connection with 
one whose leadership unquestionably continues. It 
suggests somewhat the termination of a man’s life- 
work. So it is that this portrait is presented to the 
Academy not as a part of a memorial to Dr. Salmon, 
but as a symbol of a living movement. 

Committee: 


Georce H. Kur, M. D., 

AboLr MEYER, M. D., 

FREDERICK TILNey, M. D., 

L. Russet, M. D., 

E. G. ZABRISKIE, M. D., 

BxnxAnUDU Sachs, M. D., 

C. C. BURLINGAME, M. D., Chairman. 
The Salmon Fund, comprising 596 subscriptions, 
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was established in January, 1931, as a memorial to 
the late Dr. Salmon, distinguished psychiatrist and 
pioneer in the field of mental hygiene, who died sud- 
denly on August 13, 1927, im the midst of a brilliant. 
career. 

This fund was presented to the Academy of Medi- 
cine to be administered by a committee appointed 
each year by the Council of the Academy. Its in- 
come was to provide for the advancement of those 
objects to which Dr. Salmon’s professional career 
had been wholly devoted, namely, the better treat- 
ment and prevention of mental disorders and promo- 
tion of mental health. The Committee has en- 
deavored to interpret these objects and has at- 
tempted to carry out the twofold purpose of the Sal- 
mon Memorial: first, to honor those who are mak- 
ing outstanding contributions to scientific advance- 
ment in this field; and secondly, to stimulate and en- 
courage original research. 

The major plans of the Memorial call for a series 
of lectures to be delivered each year. The Commit. 
tee seriously assumed its task of annually surveying 
universities, medical schools and scientific societies 
in its weighing of the individual to be chosen to de- 
liver the Salmon Memorial Lectures. 

Dr. Adolf Meyer, Professor of Psychiatry at 
Johns Hopkins University, received the first award 
of the Salmon Memorial. His lectures on Psycho- 
biology were given in New York on April 8, 15 and 
22, 1932. 


RESUME OF COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR JANUARY, 1934 


Measles and whooping cough continue to be re- 
ported in unusually high numbers. 

Lobar pneumonia is more prevalent than for sev- 
eral years, with the exception of 1933. 

Diphtheria, typhoid fever, and pulmonary tuber- 
culosis maintain their minimum figures for the 
month. 

Anterior poliomyelitis, chicken pox, epidemic cere- 
brospinal meningitis, German measles, scarlet fever, 
and tuberculosis other forms show nothing remark- 
able. 

RARE DISEASES 

Anterior poliomyelitis was reported from Boston, 
1; Malden, 1; total, 2. 

Anthrax was reported from Peabody, 1. 

Dysentery (amebic) was reported from Sharon, 1; 
dysentery (bacillary) was reported from Boston, 1; 
total, 2. 

Encephalitis lethargica was reported from Boston, 
2; Foxboro, 1; Lowell, 1; Quincy, 3; total, 7. 

Epidemic cerebrospinal meningitis was reported 
from Brookline, 1; Cambridge, 1; Quincy, 1; Salem, 
1; Somerville, 1; West Bridgewater, 1; total, 6. 

Malaria was reported from Brookline, 1; Cam- 
bridge, 1; Chelsea, 2; Northampton, 1; total, 5. 

Septic sore throat was reported from Arlington, 1; 
Auburn; 1; Boston, 6; Danvers, 1; Fitchburg, 1; 


Malden, 1; Northfield, 1; Springfield, 1; Watertown, 
1; Weston, 1; Worcester, 1; total, 16. 

Tetanus was reported from Dartmouth, 1; New 
Bedford, 1; total, 2. 

Trachoma was reported from Boston, 1; Glouces- 
ter, 8; Malden, 1; New Bedford, 1; Woburn, 1; to- 
tal, 12. 

Trichinosis was reported from Lexington, 1. 

Undulant fever was reported from Springfield, 1. 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 
MonrTHLy Report ror JANUARY, 1934 

Jan. Jan. Aver- 

1934 1933 age* 
Anterior Poliomyelitis 2 1 5 
Chicken Pox 1649 1715 1654 
Diphtheria 74 134 354 
Dog Bite 295 
Epidemic Cerebrospinal Meningitis 11 
German Measles 71 
Gonorrhea 552 
Lobar Pneumonia 804 
Measles 1708 
Mumps 796 
Scarlet Fever 1563 
Syphilis 373 
Tuberculosis Pulmonary 352 
Tuberculosis Other Forms 42 
Typhoid Fever 15 
Undulant Fever 
Whooping Cough 


392 
270 
31 
11 


1 
1759 739 962 


Average number of cases for January during the preceding 
five years. 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 
PRELIMINARY CANCER STATISTICS FoR 1933 
CANCER CLINICS 

(Slight changes may be made when figures are 
completed.) 
1933 
3888 
984 
347 


1932 
3427 
793 
263 


Attendance at clinics 
Number with cancer 
Number of cancers with probable cure 
Median duration in months before 
coming to clinic: 
Buccal 
Breast 
Uterus 
Skin 
Others 
Total 


7.2 
5.6 
6.8 


8.1 
8.5 
PONDVILLE HOSPITAL 
Patients admitted to Pondville 
Patients discharged from Pondville: 
Alive 
Dead 


1203 


CANCER DEATH RECORDS 
(January-October inclusive) 


— 
— — 
— 
6.0 
8.0 
6.3 
18.4 24.2 
6.9 
10.4 
1013 
761 
253 
5392 5314 


CORRESPONDENCE 
IS TOTAL THYROIDECTOMY AS A NEW METHOD 
OF TREATMENT RATIONAL? 


February 2, 1934. 
New England Journal of Medicine, 

Physicians’ attention has been called to the ques- 
tion whether total ablation of the thyroid would 
prove beneficial in cases of heart failure and angina 
pectoris without endangering the general condition 
of the patients. 

That an improvement might be the result of the 
operation was known long ago, as such cases were 
described by Kocher who performed a number of 
total thyroidectomies. Kocher's warning against 
total thyroidectomies was based on his experience 
that many patients developed myxedema and cretin- 
ism. At that time Kocher did not have at his dis- 
posal the thyroid hormone. The physician now is 
more fortunate in this respect. Still there arise 
some questions to which an authoritative answer 
would be of interest. 

Dr. Blumgart’s way of reasoning is this: Through 
a total thyroidectomy the metabolic rate becomes 
permanently low. The heart that cannot meet the 
demands of normal metabolism can become efficient 
in meeting lesser demands. The bad effects of 
total ablation can be corrected by giving the thyroid 
hormone. 

This way of reasoning would be correct under two 
conditions: First, if it were proved that the only 
function of the thyroid is acceleration of the metabo- 
lism and, secondly, if it were proved that comfort- 
able, useful, rn 
permanently low metabolic rate. 

So far as I know, neither has been proved. 1 
edema and cretinism are little encouraging in this 
respect. The metabolism regulates all vegetative, 
animal and psychic functions of the human being, 
also the production of heat which is so essential for 
maintaining one’s activities. Is it not reasonable to 
assume that a low metabolic rate must have a del- 
eterious effect on the human being as a whole? 

Recently I have read a paper in the “Proceedings 
of the Mayo Clinic” which related a case of diabetes 
mellitus in a man of 26 treated by a total thy- 
roidectomy to relieve diabetes. The authors do not 
encourage the repetition of such operations for 
diabetes. The patient “complains that sensitiveness 
to cold, and lack of endurance are so disturbing that 
the advantage of improved tolerance is not ap- 
preciated.” 

Littie is known about the interrelation between 
the glands of internal secretion. Elimination of the 
thyroid must change the functions of all these 
glands. Rogovitch showed that hypertrophy of the 
pituitary follows the extirpation of the thyroid in 
animals. Cohn described a case where symptoms 
similar to Graves’ disease developed with an en- 
largement of the thyroid during normal menstrua- 
tion. Is it not reasonable to piesume that elimina- 


tion of the thyroid would affect all functions 
pendent on the glands of internal secretion? 
one know much about it? 


prevented by supplying an inadequate quantity of 
the hormone in order to keep the metabolism at 
a low rate. Of course, the supply of an adequate 
quantity of the hormone would make the operation 
purposeless. 

George Gray Ward has said: “He who attempts 
to make Nature deviate from her normal physiologic 
Processes may accomplish his immediate object; 
but it is very apt to be at an exorbitant price.” 

For these reasons I think that it would be wise 
to follow the Latin saying “Festina lente” (make 
haste slowly). Sincerely yours, 

O. R. M.D. 


IN RE VITAMINS 
Editor, New England Journal of Medicine, 

A few years ago, approximately 20, mankind had 
never heard about vitamins. About that time, or to 
be more exact, in 1912, Casimir Funk in examining 
rice screenings found what he thought belonged to 
the amin group in chemistry; and as this thing or 
these things seemed necessary to life (vita) he named 
it or them Vitamins. Since then the newly coined word 
has through different avenues become a household 
word. The commercial side of life saw its value very 
promptly and has utilized it vigorously. 

Vitaminized yeast, bread, chocolate, confectionery, 
cod liver oil, milk, bananas and fruit,—everything 
has been and is being irradiated and filled to over- 
flowing with vitamins A, B, C, D, G, isolated and 
grouped; and assembled in so many “units”. 

A wonderful example of what an idea will do;— 
make the civilized and professional world wild with 
excitement, experimentation, and commercial enthu- 
siasm. It is curious that an idea and a coined word 
may be capable of accomplishing so much. A ques- 
tion or two, well worthy of thought, however, come 
to mind in this connection. 

Who put vitamins, so-called, into foods? 

When were they put into foods? 

Did man do it? 

For what purpose were they put into foods? 

It is wefl known that they (so-called vitamins, 
thanks to Casimir Funk) were in food in just the 
right variety and quantity before man came onto the 
earth. Why should not man study nature a bit more 
searchingly and learn a lesson or two from her more 
or less easily read book? It might and probably 
would be profitable for humanity so to do! 

It is safe to assume that whoever or whatever 
made vitamins to begin with and put them into food, 
evidently knew what they were for. And vitamins 
have quietly done their work since before man came, 
and certainly ages before man knew anything at all 
about them. It is only as a result of the recent 
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scientific spirit of inquiry and investigation that they. 
whatever they may eventually turn out to be, have 
attracted such wholesale attention. 

May there not be other things discovered in foods, 
some time, when man has grown up a little more and 
has other means of analysis at his command, more 
perfect than he has at present? A word of caution 
might reasonably be expressed to the effect that an 
excess of a natural endocrine, for instance, may do 
even fatal harm to an organism, just as certainly 
and definitely as too little will do injury, though 
of a different kind: hyper- and hypo-thyroidism form 
a good example of this action. 

Still further questions: can man make (create) 
vitamins? Quite as easily as he can create a grain 
of corn, or a rose, or apple, etc. Does man know how 
much of any sort of vitamin nature intended man 
to have at any one time in his body? 

There is still something for man to learn and in 
the meantime, while slowly learning, he had better 
use caution in liberal quantity with the vitamins 
he prescribes. 

Very truly yours, 
Joun P. SuTHERLAND, M.D. 


OBSTETRICAL ANALGESIA AT THE BOSTON 
LYING-IN HOSPITAL 


Boston Lying-In Hospital 
221 Longwood Avenue, Boston, Massachusetts 
February 5, 1934. 
The Editor., 


New England Journal of Medicine, 

I have read with much interest your editorial ap- 
pearing in the February first number of the New 
England Journal of Medicine. 

There has been a considerable amount of work 
done on obstetrical analgesia at the Boston 
Lying-In Hospital. It has been our distinct im- 
pression that the use of drugs for producing hypno- 
sis during childbirth should be confined to a hospi- 
tal alone. In the January, 1934 number of Surgery, 
Gynecology and Obstetrics appears an article entitled 
“The Barbiturates and Other Hypnotics in Labor,” 
by Saul Berman, H. Bristol Nelson and me, in 
which this statement is made: “No patient in labor 
who is given any hypnotic drug should ever be left 
even momentarily without constant, competent 
nursing supervision. No such medication should 
be administered when labor is conducted in the 
patient’s home. It is an affair for a hospital alone 
and all relatives and friends must be excluded from 
the room. No patient at the completion of labor 
should be left alone until she is thoroughly awake 
and able to answer questions intelligently.” 

We believe it essential that these precautions be 
taken since it is quite possible for an unconscious 
patient to do herself an injury if left unattended. 
In such a case, the responsibility of the attending 
physician might seriously be called in question. 

Very truly yours, 
F. C. Irvine, M. D., Visiting Obstetrician. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL ON PHAR- 
MACY AND CHEMISTRY 


January 30, 1934. 
535 North Dearborn St., Chicago, III. 
Managing Editor, 
The New England Journal of Medicine, 

In addition to the articles enumerated in our letter 
of January 4 the following have been accepted: 
Fairchild Bros. & Foster 

Soluble Stomach Extract (Fairchild) 
Gilliland Laboratories, Inc. 
Rabies Vaccine-Gilliland (Semple Method), 14 
vial package 


Hynson, Westcott & Dunning 
Ampules Solution Antimony Thioglycollamide, 
0.4 per cent, 10 cc. 
Ampules Solution Antimony Sodium Thioglycol- 
late, 0.5 per cent, 10 cc. 


E. S. Miller Laboratories 
Ampoule Sterile Solution Dextrose, U. S. P., 50 Gm., 
100 ce. 
Ampoule-Vial Sterile Solution Dextrose, U.S.P., 
10 Gm., 20 cc. 
Ampoule-Vial Sterile Solution Dextrose, U.S.P., 
25 Gm., 50 cc. 
Ampoule-Vial Sterile Solution Dextrose, U.S.P., 
50 Gm., 100 cc. 
National Drug Company 
Refined Diphtheria Toxoid (Alum Precipitated) 
Parke, Davis & Co. ; 
Ventriculin, 500 Gm. bottle 
Soluble Gelatine Capsules Parke-Davis Haliver 
Oil, Plain, 3 minims 
Schering & Glatz, Inc. 
Urotropin 
Tablets Urotropin 5 Grains (0.33 Gm.) 
Tablets Urotropin 7% Grains (0.5 Gm.) 
Euphthalmine Hydrochloride 
E. R. Squibb & Sons 
Refined Diphtheria Toxoid Alum Precipitated—- 
Squibb 
Ucoline Products Co. 
Ucoline Standardized Cod Liver Oil 
Yours very truly, 
Pavut NicnoL As Leecnu, Secretary, 
Council on Pharmacy and Chemistry. 


³˙·ͤ¹A 
Lederle Laboratories, Inc. 
Tablets Cod Liver Oil Concentrate (Lederle) 
Eli Lilly & Co. 
Metycaine 
Ampoules Metycaine 2% and Epinephrine 
(1:25,000), 1 cc. 
Ampoules Metycaine 2% and Epinephrine 
(1:50,000), 2.5 cc. 
Solution Metycaine 2% 
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RECENT DEATHS 


SHAW—Jonn Hotsroox Suaw, M. D., of 43 Court 
Street, Plymouth, Massachusetts, died at his home. 
February 13, 1934. He was born September 15, 1865, 
in East Bridgewater, the son of Dr. John J. Shaw, 
and Persis R. (Kingman) Shaw. 

His premedical education was acquired in the 
Plymouth schools, and Phillips Academy, Braintree. 
His M.D. degree was conferred by the Harvard Medi- 
cal School in 1892. After graduation he took post- 
graduate courses at the Boston University School of 
Medicine, and abroad. His practice was devoted to 
ophthalmology. For several years he served as 
physician to the public schools of Plymouth. He 
served in France during the World War, and was a 
member of post No. 40 of the American Legion. 

He was affiliated with the Congregational Church, 
the Masonic Order, the Massachusetts Audubon So- 
ciety, the Appalachian Club, the Natural History 
Society, the Plymouth Men’s Glee Club, The Boys’ 
Club, the Red Cross, and was a director of the Plym- 
outh Public Library. Dr. Shaw is survived by a 
brother, J. Henry Shaw, of Plymouth. 


WALSH—Jerrrey James Watsn, M. D., of Provi- 
dence, Rhode Island, died in Fall River, Massachu- 
setts, February 14, 1934. He was born in Fall River 
in 1882. He graduated from the Tufts College Medi- 
cal School in 1918. He was a member of the staffs 
of St. Joseph’s and the Rhode Island State Hospi- 
tals in Providence. He is survived by his widow, 
Mrs. Mary Margaret (Ward) Walsh. 


OBITUARY 


MEMORIAL ON THE DEATH OF DR. WILLIAM E. 
DENNING, WORCESTER* 


Dr. William Edward Denning of Worcester died 
suddenly, while starting his car, on the evening of 
December 6, 1933. The cause of his death was 
coronary thrombosis. He is survived by his sisters, 
Mrs. Katherine Wood of Montreal, Canada, and Mrs. 
Mary Triebel of Burlington, Vermont; and by his 
nephews, Harold and George Wood of Montreal and 
William J. Denning of 9 Brookline Street, Worces- 
ter, with whom he had made his home for many 
years. 

Dr. Denning was born in Burlington, Vermont, May 
18, 1872, the son of William and Caroline (Elliott) 
Denning. His early education was obtained in the 
schools of his native city and his medical education 
at the Medical School of the University of Vermont 
from which he received the degree of Doctor of 
Medicine in 1899. Following his graduation from 
medical school he came to Worcester as the first in- 
terne at St. Vincent’s Hospital, serving in that ca- 
pacity during 1899 and 1900. Upon completing his 
interneship he opened his office on Lincoln Street, 


Society at the 


*Read to the Worcester District Medical 
Worcester City Hospital, January 10, 1934. 


Worcester, and engaged in the general practice of 
medicine until 1908 when he went to Vienna to en- 
gage in postgraduate study at the General Hospital 
where he devoted special attention to gynecology 
and obstetrics under the tutelage of such distin- 
guished masters as Tandler, Schauta and Wertheim. 
After a year at Vienna he went to London, contem- 
plating only a short sightseeing visit. A chance 
meeting with Lane, the famous bone surgeon, re- 
sulted in a four months’ stay at Guy’s Hospital, 
spent largely at Lane’s Clinic. 

In the busy years that followed, Dr. Denning re- 
mained always the student making frequent and un- 
obtrusive visits to the foremost surgical and ob- 
stetrical clinics of this country. 

His hospital connections were many and varied. 
From 1901 until his resignation in 1909 he served as 
Assistant Surgeon at St. Vincent’s Hospital on the 
service of Dr. Homer Gage. He also served on the 
staff of The Memorial Hospital from 1903 until his 
resignation in 1921, officially as Assistant Dermatolo- 
gist, but fully as often as Out-Patient Surgeon and 
Gynecologist. The major work of his career began 
on the Obstetrical Service at the Worcester City Hos- 
pital in 1910 and ended only at his death. He served 
the hospital as Visiting Obstetrician and was for sev- 
eral years Chief of that Service. From 1911 until 
his retirement to the Consulting Staff at the age 
limit in 1932 he also served with distinction on the 
Surgical Service of the City Hospital. At the time 
of his retirement he was President of the Staff. 

In addition to these duties he found time to serve 
as a Consultant at Fairlawn Hospital; Harrington 
Memorial Hospital, Southbridge; Webster District 
Hospital; Holden District Hospital and the Millers 
River Hospital, Winchendon. For several months 
after the war he was Examiner in Surgery for the 
United States Veterans’ Bureau. 

He was a Fellow of the American College of Sur- 
geons, the New England Obstetrical and Gynecologi- 
cal Society, the American Medical Association, the 
Massachusetts Medical Society and the Worcester 
District Medical Society, which he served as Presi- 
dent in 1929 and 1930. At the time of his death he 
was a Councillor from the Worcester District of the 
Massachusetts Medical Society. Besides member- 
ships in these societies he was a member of tle 
Military Order of the World War, the General 
Charles Devens Post of the American Legion, the 
Worcester Economic Club, the Worcester Club and 
the Worcester Country Club. 

When the United States declared war against 
Germany in 1917, Dr. Denning applied for a commis- 
sion in the Medical Reserve Corps of the United 
States Army and while awaiting its arrival examined 
many recruits for the Yankee Division and the newly 
formed draft boards. Commissioned a First Lieu- 
tenant in the Medical Corps in May, 1917, he was 
ordered to Fort Benjamin Harrison, Indiana. He 
was later transferred to Camp Zachary Taylor, Ken- 
tucky, whence early in 1918 he was ordered to 
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France where he served for several months as a 
surgeon at Base Hospital No. 113 and as Regimental 
Surgeon of the 33rd Engineers Regiment. He re 
turned to the United States in July, 1919, having 
attained the rank of Captain. His war service 
touched him deeply and a needy, wounded or disabled 
veteran always found him a generous and sympa 
thetic friend and a warm advocate. 

In the midst of his busy life he found fair time 
for play and recreation. He enjoyed watching many 
sports, especially football and running races. More- 
over, he was a good bowler and played a dependable 
game of golf. Hunting and fishing were his favorite 
pastimes and often they happily drew him from the 
trammels of his professional life. He spent many 
pleasant hours at his “blind” at Lake Singletary 
when the distant honking of wild geese proclaimed 
their southward migration. Spring and the ice going 
out of the Maine lakes would find him heedless and 
inattentive and intimates knew that in fancy he had 
heard the far cry of a loon, the splash of trout or 
salmon and the hum of a spinning reel on cold, blue 
waters. Then, one morning, he was gone“ up to the 
big timber.” 

All this was Denning, the physician and the man. 
The deftness of hand, the sureness of eye, the keen- 
ness of intuition that was his made him a truly 
great surgeon long to be mourned by his associates 
and his patients. His tremendous experience, his 
amazing knowledge and his gift of simple explana- 
tion made him a splendid teacher. While, to his 
subordinates he may have seemed a hard taskmas- 
ter he exacted even more of himself. He had the 
rare gift of organization as few men possess it and 
once the plan was clear in his mind he fought it 
through at all costs. 

And yet, withal, he was kind, generous and tender. 
What charities fell from his hands, the world will 
never know. Even with his intimates he brooked no 
reference to them. Vainly in life did he seek to 
hide from the world the warm glow of his kindly 
heart. Now that his firm lips can no longer protest 
our scrutiny, Death has drawn aside the veil and 
disclosed for all to see not only the great physician, 
the loyal friend, the noble citizen but behind it all 
that mystical, indefinable something that is a man. 
“Eternal rest grant to him, 
petual life shine upon him.” 

Signed: 
Donatp S. Apams, M.D. 
BENJAMIN F. ANpDREws, M.D. 
JosePH W. O’Connor, M.D. 


NOTICES 


RADIO HEALTH MESSAGES 
FEBRUARY-MARCH, 1934 
Sponsorship: Public Education Committee of the 
Massachusetts Medical Society and Massachusetts 
Department of Public Health. 
Courtesy WBZ. Fridays, 4:30 P.M. 


23 Lumps in the Neck 
March 

2 Age and Cancer 

9 Some Problems of Epilepsy 

16 Fractures 

23 How to Keep the Well Child Well 
30 Résumé of the Year’s Work 


HEALTH QUESTION Box 


Sponsored by Massachusetts Department of Pub- 
lic Health. Fridays, 4:40 P.M. 


Rapio Forum 


Queries from the public are answered under the 
sponsorship of the Department of Public Health. 

Courtesy WEEI. Fridays, 5:00 P.M. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


SPECIAL 
From Friday, January 19, the State House Broad- 
casts were discontinued and in their place were 
substituted Ten Minute Health Reviews. 
Sponsored by the Massachusetts Department of 
Public Health. Assisted by Miss Violette Babcock, 
Violinist, and Mr. G. Lambert Roscoe, Pianist and 


Courtesy WEEI. Fridays, 1:15 P.M. 

Glimpses into the History of Public Health in 
Massachusetts together with the Functions and Ac- 
tivities of the Massachusetts Department of Public 
Health, Blended with Classical Music. 

After you have heard this program, we would 
appreciate your comments. 


ANNOUNCEMENT 


Epwarp R. Hussarp, M. D., announces the open- 


ing of an office at 157 High Street, Taunton, Mass- 
achusetts. 


REPORTS AND NOTICES 
OF MEETINGS 


MASSACHUSETTS GENERAL HOSPITAL 
STAFF MEETING 


The clinical meeting of the Staff of the Massachu- 
setts General Hospital was held in the Moseley Me- 
morial Building, on Thursday, January 11, 1934, at 
8:15 P.M., with Dr. Robbins presiding. The program 
consisted of the “X-ray Diagnosis of Esophageal 
Varices,” by Dr. Richard Schatzki; “The Clinical Sig- 
nificance of Bleeding from the Upper Intestinal 
Tract,” by Dr. Chester M. Jones; “Massive Hem- 
orrhage from Duodenal Ulcer, Surgical Treatment,” 
by Dr. Arthur W. Allen; “Gastroscopy,” by Dr. 
Edward B. Benedict; and “Encephalitis in St. Louis,” 
by Dr. Leake of the U. S. Public Health Department. 
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Esophageal varicose veins, according to Dr. Schatz- 
ki, the first speaker of the evening, are characteristic 
of portal obstruction, commonly as in Cirrhosis of the 
Liver and Thrombosis of the Splenic Vein. However, 
the clinical diagnosis of these varices is ofttimes not 
easy, and one can only hazard a guess that unex- 
plained hemorrhage from the upper intestinal tract 
is due to them. There are morphological signs, how- 
ever, that are pathognomonic of the condition; name- 
ly, the x-ray visualization of the varices themselves. 
The diagnosis by this method can be made more 
often than has been done in the past, and Schatzki 
himself has demonstrated forty-five cases in the last 
two and a half years, twenty-eight of which were 
later confirmed at autopsy. 

The principle involved depends on the production 
of a thin coating of barium over the inner surface of 
the esophagus, yielding a cast of the inside wall of 
this organ. Complete filling shows nothing of the 
varices, but by the above-mentioned technique, one 
can demonstrate the filling defects formed by the 
varices. These are represented in the flims as tortuous 
bands of differing densities as well as by an ab- 
solute irregularity of the line of contour. Dr. 
Schatzki warns one not to depend on profile pic- 
tures for diagnosis, but to visualize an isolated en- 
larged vessel extending over a large portion of the 


esophagus. 

Regarding the localization of the dilated veins, the 
speaker has found this to vary. Thus they may extend 
over the whole of the thoracic portion of the organ; 
sometimes they stop immediately at the diaphragm; 
occasionally they even involve the stomach. The 
diagnosis may be easy in cases of extensive varices, 
but may be very difficult in cases in which these 
are rather small and limited. In the latter instances, 
the picture is confusingly similar to that obtained 
with carcinoma. Differences can be elicited, how- 
ever, that aid in the differentiation. In the first place, 
the esophagus in the presence of extensive varices 
still maintains its normal degree of elasticity; this 
is not true of one infiltrated with cancer. In the 
second place, varices can be pressed out during peris- 
talsis; whereas cancerous growths cannot be. Finally 
the size of the varices can be changed by varying 
the inner thoracic pressure. To this end, the patient 
is to inspire deeply and close the glottis, whereupon 
the operator applies pressure to the chest. Such a 
maneuver produces no effect in carcinoma. 

The x-ray visualization of esophageal varices has, 
according to Dr. Schatzki, the following practical 
values: (1.) It makes possible early definite diagnosis 
of cirrhosis of the liver when this is difficult or im- 
possible on a clinical basis. (2.) When found in con- 
junction with a tumor in the left upper quadrant, it 
indicates that the latter is an enlarged spleen, the 
result of cirrhosis of the liver or thrombosis of the 
splenic vein. (3.) It prevents needless exploration in 
cases of bleeding from the upper intestinal tract, as 
the place of bleeding is definitely localized by the 
x-ray. (4.) It has prognostic value; for example, Dr. 
Schatzki had several cases, in whom there were no 


previous histories of hemorrhage, but who developed 
fatal hemorrhages, in short periods following, after 
the diagnosis had thus been established. 

Dr. Chester M. Jones, the next speaker, considered 
in a very practical manner the way to handle a 
case with bleeding from the upper intestinal tract. 
He stated that the significance of such bleeding 
implies first, a consideration of diagnosis and sec- 
ondly, a consideration of treatment. 

The cases may be classified from two points of 
view; namely, from the standpoint of type of bleed- 
ing, or from the standpoint of the presence or ab- 
sence of emergency. Thus under the first method of 
classification, the type of bleeding, one may find 
either frank hematemesis, or the passage of the blood 
by stool. In the former, there is vomiting of bright 
red blood or of coffee-ground material; in the latter, 
there is no vomiting, and in exceptional cases, the 
stool contains apparently fresh blood of a red or 
dark red color, depending on the rate with which the 
material passes through the gastro-intestinal tract. 
According to the second method of classification, the 
presence or absence of emergency, one places in a 
group those cases with a history of recent bleeding 
but without any present state of emergency; in an- 
other, those in which there is a massive acute hem- 
orrhage with resultant shock. 


In the shock cases, accurate precise diagnosis is, 
frequently, impossible. Here the problem is that of 
immediate treatment of the acute hemorrhage. A cor- 
rect diagnosis may be established later. In the non- 
emergency cases, on the contrary, one can afford 
to wait with treatment, in the meantime carrying 
out the correct procedures for the establishment of a 
diagnosis. The first group presents the typical pic- 
ture of shock, with pallor, cold moist sweaty skin, 
rapid regular but thready pulse, rapid shallow respira- 
tion, anxiety and restlessness, low blood pressure, and 
a certain degree of elevation of the temperature. The 
second or non-emergency group complains of weak- 
ness and dyspnea on exertion; from these usually a 
fairly good history can be obtained. According to 
Dr. Jones, most mistakes in the diagnosis and treat- 
ment of these bleeding cases arise from failure to 
consider the conditions that can cause hemorrhage. 
Moreover, as each case has its own peculiar in- 
dividuality, it warrants an original consideration. He 
abhors any routine procedure, as utterly inadequate. 
There are three prominent conditions that the 
speaker listed as causing bleeding from the upper 
gastro-intestinal tract. These are as follows: (1.) 
Peptic ulcer, either gastric or duodenal. (2.) Car- 
cinoma of the stomach. (3.) Esophageal varices. A 
fourth might also be included, namely, acute gastritis. 

In general, either in acute or chronic bleeding, one 
can get a story giving some clue to the diagnosis. 
Hence a good history is requisite for rapid treat- 
ment. There may be cases in which the diagnosis can- 
not be made from the history, as in shock. However, 
in these the knowledge of past ulcers or operation 
for ulcer may be extremely helpful. A very short 
story of gastro-intestinal symptoms in a non-alcoholic 
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the diagnosis of malignancy or cirrhosis of the liver. 
If, on the contrary, the patient is a very heavy drink- 
er, one should consider the possibility of cirrhosis of 


ing of an enlarged liver or spleen by palpation or 
percussion, the presence of small telangectases on the 
face or trunk, and evidence of collateral circulation, 
establish the diagnosis of cirrhosis of the liver. 

The diagnosis of gastritis without x-ray and in 
the absence of an alcoholic history, according to Dr. 
Jones, was very difficult. The other causes of mas- 
sive hemorrhage, which he briefly characterized, were 
leiomyoma of the stomach; diaphragmatic hernia; 
polyps in the stomach; esophageal lesions; a group 
of blood diseases, purpura hemorrhagica, leukemia, 
hemophilia, polycythemia vera; lymphoma of the 
stomach, duodenum, esophagus; acute yellow 
atrophy; jaundice from any cause; cancer of the 
head of the pancreas; severe diabetic acidosis; and 
mechanical and chemical irritants. Diaphragmatic 
hernia occurs in short, overweight individuals, with 
short necks and esophagi, may cause anemia, and is 
characterized by nocturnal symptoms. X-ray diagnosis 
here, is absolutely necessary. Polyposis of the stomach 
may result in an acute hemorrhage with a blood 
picture exactly like pernicious anemia. 

What should be the attitude of the medical man to 
patients showing upper gastro-intestinal tract bleed- 
ing? Dr. Jones believes that in the non-emergency 
cases, treatment should be withheld until an accurate 
diagnosis has been established. This can generally be 
made on the basis of a careful and detailed history, 
and on equally extensive x-ray studies. In these 
patients the physical examination may be negative. 
Gastric analysis may be resorted to, but Dr. Jones 
does not believe it to be of much aid; however, if 
achlorhydria after histamine is brought out in the 
analysis then one may expect the bleeding to be from 
a malignancy rather than from an ulcer. Stool exam- 
ination, too, may furnish a clue. Thus positive guaiac 
tests obtained for more than two or three weeks 
would tend to point to malignancy, as bleeding from 
an ulcer is not usually so prolonged. The location of 
gastric lesions is significant. Not all of them are 
malignant, of course; but all prepyloric lesions ought 
to be considered so. 

With regard to the bleeding ulcer case, there are 
the following considerations: 1. In the younger indi- 
vidual in whom the hemorrhage is an initial affair, 
treatment calls for detailed and persistent medical 
measures. In the individual with a history of several 
hemorrhages, surgery ought seriously to be advocated, 
preferably of the radical sort; not only the ulcer but 
a goodly portion of the stomach needs to be re- 


moved. In the older individual with recurring hem- 
orrhage from a duodenal ulcer surgically treated, the 
procedure varies according to the nature of the case. 
Hence, those cases that have gone on without proper 
and adequate care following operation can be tried 
on more medical treatment; those, however, that 
have bled in spite of good care require more surgery. 

According to Dr. Jones, in the cases with esopha- 
geal varices that are not demonstrable by x-ray, it 
is still true that the prognosis is surprising and 
much better than we have a right to expect. Alcoholic 
patients with gastritis should be treated by with- 
drawal of alcohol and the institution of an ulcer 
régime. Rest is of the utmost importance in these 
cases, as well as the maintenance of regular eating 
habits. Care must be taken to prevent deficiency 
diseases. Purpura, leukemia, hemophilia, and poly- 
cythemia have their own treatments. Esophageal 
lesions, malignancies and ulcers, are as a rule un- 
satisfactory to treat; surgery may be recommended 
for those situated in the upper and lower portions 
of the esophagus. In hemorrhage from jaundice, one 
resorts to transfusions and glucose intravenously. 
There is nothing to be done for the patient bleeding 
from a carcinoma of the pancreas. For bleeding dia- 
betic patients, one immediately washes out the 
stomach and then proceeds with the regular diabetic 
treatment. 

In the cases with shock resulting from an acute, 
massive hemorrhage, the problem is one of expedi- 
tious treatment. To this end, Dr. Jones stresses 
the necessity for the surgeon and the medical man 
to work hand in hand. The most probable cause for 
such hemorrhage is ulcer. Transfusion in the pres- 
ence of a falling blood pressure and a rising pulse in 
a young person is not contraindicated. It should be 
delayed, if possible, however, till the patient has 
passed the crisis. Obtain donors and use them as 
the need arises. Fluids should be given by rectum 
or by hypodermoclysis, and not by vein. If by rectum, 
morphine should also be used to prevent peristalsis. 
The most important consideration, he repeats, is the 
absolute codperation of the medical man and the 
surgeon. 

Dr. Arthur W. Allen, in his discussion of the 
surgical treatment of massive hemorrhage from 
duodenal ulcer, brought out some interesting facts, 
based on a study of two thousand cases. He found 
that one-third of the cases had a story of massive 
hemorrhage; that 60 per cent of these died in their 
first attack of bleeding, though they bled on an 
average of sixteen days before they died. They never 
have one enormous hemorrhage and then die. Most 
of the cases that looked bad after a single hemor- 
rhage usually got well. The fatal cases showed 
an ulcer on the posterior duodenal wall, invariably 
eroding a large vessel. 

Regarding treatment, patients under fifty, in whom 
mortality is only 4.4 per cent, should be placed on a 
medical régime. Those fifty to seventy years of age, 
in whom mortality is 33 per cent, can be helped by 
properly worked-out surgery. Patients in the acute 
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individual leads one to suspect carcinoma. Massive 
hemorrhage from a cancer of the stomach is not 
the usual finding, however; the bleeding is more 
generally prolonged, more so than in ulcer, and 
seldom results in a single acute outburst. Moreover, 
if one can find a mass or if there is noticeable emacia- 
tion, he can then with more certainty lean toward 
the liver and acute or chronic gastritis. Either of 
the latter can cause massive hemorrhage. The find- 
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stage should be hospitalized and carefully watched. 
If their blood pressure falls below seventy, they 
should be given slow, small transfusions. Providing 
this is bled out, a massive transfusion on the operat- 
ing table is indicated, during a bold attempt to ligate 
the bleeding vessel. The stomach is transected in its 
lower one-third and lifted up. The ulcer is widely 
exposed; a finger placed on it; and the ulcer cut 
away. 

Dr. Edward B. Benedict demonstrated a flexible 
gastroscope. This instrument he feels is a very valu. 
able adjunct to the x-ray in the diagnosis of gastritis. 
Its introduction into the stomach is no more difficult 
than is that of an ordinary large stomach tube. The 
patient requires no general anesthesia, just cocainiz- 
ing of the throat. 

Dr. Leake of the U. S. Public Health Department 
gave an interesting account of the epidemic of en- 
cephalitis in St. Louis, illustrating his talk with 
instructive lantern slides. 


THE COMMUNITY HEALTH ASSOCIATION | 


An increase in the number of free nursing visits 
made to the homes of the sick in Boston last year, 
or 20,000 more free visits than were made in 1929, 
was reported by Miss Florence M. Patterson, general 
director of the Community Health Association, at 
the annual meeting held February 14. Malcolm 
Donald, Esq., was re-elected president for the tenth 
consecutive year, and Dr. George H. Bigelow, former 
State Commissioner of Public Health, was elected 
chairman of the medical advisory committee and 
a member of the board of managers. 

Other officers elected for the year 1934 were 
Miss Gertrude W. Peabody of Cambridge and Mrs. 
Gardiner H. Fiske of Boston, vice presidents; Mrs. 
Frederick S. Dellenbaugh, Jr., Chestnut Hill, secre- 
tary; and Richard C. Paine, Brookline, Treasurer. 

A total of 42,599 patients, or one out of every 
nineteen persons in Boston, were given home care 
by the Community Health nurses, and 265,891 visits 
were made last year. Nearly half of these visits were 
made to patients who could not afford to pay any- 
thing for the service. 

Miss Patterson also reported an increase in the 
number of cases of grippe, measles, and infantile 
paralysis to whom the nurses gave care. With the 
exception of 1927, there were more children with 
infantile paralysis given home treatment than there 
have been for fifteen years. More expectant mothers 
than ever before came to the fourteen mothers’ 
classes which are held every week in as many 
districts of Boston for instruction in the care of 
themselves and their babies. Attendance at these 
classes totaled 12,502. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


The joint meeting of the Suffolk District Medical 
Society, the Trudeau Society, and the Boston Medical 
Library was held at the Boston Medical Library 
January 31, 1934, with Dr. James Howard Means 


presiding. Dr. Willard Soper of the William Wirth 
Winchester Hospital, West Haven, Connecticut, was 
the guest speaker of the evening. His topic was “The 
Present View of Collapse Therapy in Pulmonary 
Tuberculosis.” 

He stated that this form of treatment began in 
Europe, in 1912, and about 1914 it was started in 
Boston whence it spread throughout the rest of the 
United States. 

Its action on the pulmonary lymphatics or cir- 
culation is not yet settled, but it is certain that ten- 
sion is relieved and the lung rested by this form of 
therapy. However, it is to be used as an adjunct 
and not to replace other lung therapy. 

The following methods are in use at the present 
time: 


3. Contralateral. 
4. Associated with artificial pneumothorax. 
(a) Pneumolysis, internal and external. 
(b) Oleothorax. 
II. Phrenic Nerve Operations: 
1. Simple Cutting. 
2. Evulsion. (Exeresis.) 


3. Paraffin. (Plombage.) 
V. Combinations of Procedures. 


During the period from January 1, 1929 to January 
1, 1934, 59 per cent of admissions at the William 
Wirth Winchester Hospital were treated by some 
form of collapse therapy. 

It has been stated that pulmonary cavities of 
greater than 5 cm. lead to death in five years with- 
out collapse and that a persistently positive sputum 
gave a poor prognosis. Accordingly, the object of 
collapse therapy is to close the cavities and elimin- 
ate tubercle bacilli from the sputum. 

The indications for unilateral pneumothorax are 
extensive unilateral fibrocaseous or plastic tubercu- 
losis with or without positive sputa, obstinate 
hemoptysis, and acute tuberculous pneumonia. The 
speaker said that the ordinarily considered contra- 
indications such as enteritis, kidney disease, or 
laryngitis are not valid in most part unless the com- 
plication is extremely severe. The obstacle of ad- 
hesions is met in about 20-25 per cent of the cases, 
but much depends upon whether they prevent col- 
lapse. Pathology in the other lung is not necessarily 
a contraindication to this therapy, though it may be 
said to be the chief cause of failure. Air embolus 
and pleural shock have been rare in his experience. 
Pathology on the contralateral side frequently 


EDITORIAL DEPARTMENT 
I. Artificial Pneumothorax: 
1. Unilateral. 
2. Bilateral. 
3. Crushing. 
4. Alcoholization. | 
III. Thoracoplasty: 
1. Total. | 
2. Partial. 
IV. Apicolysis: 
1. Fat or Muscle. 
2. Bag. 
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clears up following the procedure. In those cases 
in which unilateral pneumothorax was effective and 
maintained from one to three years after the bacilli 
disappeared from the sputum and the cavity closed, 
three times as many were alive in two to fifteen 
years as those who were not given pneumothorax. 
Reéxpanded lungs keep surprisingly well, and after 
two to eighteen years 76 per cent are leading normal 
lives, 

Bilateral pneumothorax was done on those cases 
in which the disease was bilateral from the begin- 
ning and in those in whom a spread was seen in the 
lung not collapsed at first. Selective collapse of the 
lobes is desirable. Pathological lung lobes tend to 
contract more than normal lungs and selective col- 
lapse becomes more pronounced since more nega- 
tive pressure is necessary to expand them than is 
the case with normal lobes. However, the danger 
of complications is more than doubled in bilateral 
procedures. 
Contralateral collapse is used to take advantage 
of the resultant mediastinal shift and thus produce 
rest in the diseased side of the chest. 
Pneumolysis serves as an aid to pneumothorax, 
the adhesions being destroyed by cauterization. 


Oleothorax acts as a blockage to prevent early 
reéxpansion after pneumothorax. A mixture of 
paraffin and olive oil is injected into the pleural 
cavity and may be removed later. 

The indications for phrenic nerve operations are 
much the same as for unilateral artificial pneumo- 
thorax when the latter has proved unsuccessful. 
There are accessory phrenic nerve branches in one- 
half of the people. Evulsion of the nerve overcomes 
the tendency to temporary paralysis of the dia- 
phragm. The operations facilitate the closure of 
cavities and the contraction of scars in the lung. 
They are effective with pathology in any part of the 
lung. The complications are few, such as gastric 
upsets, pain in the shoulder and arm, and dyspnea. 
They are usually transitory. Too much has been ex- 
pected of the phrenic nerve operations. As an ad- 
junct to bed-rest they are excellent. Phrenic nerve 
crushing produces a temporary paralysis of the dia- 
phragm on the side of the procedure. It is well to 
cut the accessory branches and crush the main trunk 
of the nerve. The average duration of the paralysis 
in such cases is six months. ° 


Thoracoplasty is not applicable to the pneumonic 
type of pulmonary tuberculosis but it is to be used 
where the process is fibrous and contraction has 
taken place. The circulation must be good and the 
heart not embarrassed. Satisfactory results may be 
expected in 50 per cent or more of the cases. Partial 
thoracoplasty is often followed by the complete 
operation. 

Apicolysis is indicated when apical adhesions pre- 
vent successful artificial pneumothorax. Cavities 
greater than 4 cm. are not closed well by the use of 
paraffin. 

Combinations of the various types of collapse 


* 


cent of the cases treated by collapse therapy. 

In closing Dr. Soper said that we must remember 
that tuberculosis is a general infection and pulmo- 
nary surgery thus has its limits and that we should 
not forget that collapse therapy does not work a 
cure but is an adjuvant to bed-rest, and in so far 
as we forget this fact we shall be disappointed in 
our results. 


NEW ENGLAND PEDIATRIC SOCIETY 


The next meeting of the New England Pediatric 
Society will be held in Boston, Friday, March 23, 
1934. Program of the meeting will appear in this 
Journal shortly. 


GeraLp Hoerret, M. D., Secretary. 


THE NEISSERIAN MEDICAL SOCIETY 
OF MASSACHUSETTS 


The ninth meeting of The Neisserian Medical So- 
ciety of Massachusetts will be held on Wednesday 
evening, February 28, 1934, at 8:15 o'clock, in the 
auditorium of the Boston Dispensary. 

Subject: “The Clinical Diagnosis of Gonorrhea.” 
(Conclusions based on a questionnaire.) 

All interested persons are cordially invited. 

Oscar F. Cox, In., M. D., Secretary. 


STATE HOSPITAL FOR MENTAL DISEASES, 
HOWARD, R. I. 


Dr. Lauretta Bender of the Psychopathic Division 
of Bellevue Hospital, New York, will speak on “Al- 
coholic Encephalopathy,” Monday, February 26, 1934, 
at 8:15 P.M. 

Jacosp KASANIX, M. D., Clinical Director. 


MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


POSTPONEMENT OF MEETING 


The meeting previously scheduled for February 
20 at 5 P.M. at the Metropolitan State Hospital, 
Waltham, has been postponed to 5 P.M. February 28. 
The program for the meeting is as follows: 

Speakers: 

Dr. Roy D. Halloran — “The Metropolitan State 
Hospital—Purpose and Development.” 

Dr. Malcolm J. Farrell — “Demonstration of Two 
Similar Psychotic Entities, Postencephalitis Lethar 
gica and Dementia Praecox, Catatonic Type.” 

Dr. Philip F. Hilton—“Demonstration of Injection 
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therapy have brought some very startling and satis- 
ö factory results. The procedures vary considerably 
with he individual cases and the speaker showed 
| many roentgenological examples of such. . 
It has been found that fluid develops in 50 per 
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Treatment of Varicose Veins in a Mental Hospital 


Dr. Clifford D. Moore—“Mental Disease Occurring 
in the Course of Physical Disease, with Particular 
Reference to Pulmonary Tuberculosis.” 

Buffet luncheon after the meeting. 

ALAN A. Levi, M. D., Secretary. 


FAULKNER HOSPITAL CLINICAL MEETINGS 


The next meeting will be held at the Faulkner 
Hospital at 6:00 P.M. on Thursday, March ist. In 
addition to the usual clinical pathological conference 
on the cases which have come to autopsy during the | age 
month, Dr. Burton E. Hamilton will give a short 
talk on “Recent Advances in the Clinical Use of the 
Electrocardiogram.” 


HARVARD MEDICAL SOCIETY 

The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance), Tuesday 
evening, February 27, at 8:15 o'clock. 

PROGRAM 
Presentation of Cases. 
“Reminiscences.” By Dr. George B. Magrath. 
Jonx Homans, M. D., Secretary. 


BOSTON CITY HOSPITAL 
Starr CLINICAL MEETING 
Tuesday, February 27, 1934, at 8:00 P.M. 
Cheever Amphitheatre 


Drs. Francis F. Henderson and Elmer S. A. 
King. 

The Effect of Ligation of the Hepatic Artery. Dr. 
Stephen J. Maddock. 

End Results in Carcinoma of the Stomach. Dr. 
Charles C. Lund. 


The Influence of Anesthesia on the Pulmonary 
Circulation Time. Drs. Charles A. Lamb, John 
Shaw, and Brandt F. Steele. 


Obstruction of the Colon by Gall Stones; Re- 
view of the Literature and Case Report. Drs. 
Irving J. Walker and Henry F. Howe. 


Congenital Arterial-Venous Fistulae. Dr. E. Ever- 
ett O’Neil. 


Plasma Lipids as an Aid in the Interpretation of 
Jaundice. Dr. Earl R. Lehnherr. 


COMMITTEE ON HOsPITAL CLINICS. 
— —— (— 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


Massachusetts 


February 23— chiatric Socie 
meet at the Psychopathic 


ospital at 8 P. 

February w England Heart Association will meet 
of the Children’s Hospital at 
an for Mental Diseases, How- 


F 27— 
on Boston City Hospital, Staff Clinical Meet 


— 
Surgical Aspects of Acute Pancreatitis with Re | ¢ 
ports of 60 Cases from Boston City Hospital. | cuiosis Complicating 


February 27—Harvard Medical Society. See notice else- 
where on this page. 
February — Medical Society of Mass- 


achusetts. See 
March 3 Clinical Meeting. See 
notice — page. 


1— 


March 6, 6 and 7— The 
will be held at Nashville, Tenn. For information write 
Dr. B. T. Beasley, 1019 Doctors Building, Atlanta. 


March o—William Harvey Society at Beth Israel Hos- 
tal. ker: Dr. Medica J. Wal ical Professor 
of Surgery, Harvard Medical School. Subject: “Judgment 
and Gonselence in Surge 


March 12—House Officers’ 983 Boston City Hos- 
tal, 8 P. a : Drs. A. Warren Abraham 
ry. 


March 23—New — Pediatric Society. See page 
olor 13, 20 and 27—Salmon Memorial Lectures. See 


“Apel tt School of Medicine to Con- 
a a 2 noe at on City Hospital. 
April 16-20—The American College of A. Will 
its Bighteenth Annual Clinical Session in K 
at the Palmer House. tion write Mr. E. 
Love Executive Secretary, 133-135 South 36th Street, 


ja, Pa. 
— 
Examinations 
Dr. C. _Bxaminations ‘for’ Certificates... 


July 24-31—The IVth International ia} of 


R. Schnis. 
Gloriastrasse 14, Zurich. 


— 3-6—American Health Association, 


Local Committee on ER, 


4, 5, Union Against Tuber- 

culosis will be held in Warsa For particulars address 

The National Tu Association, 450 Seventh Ave- 

nue, New York, N. Y. 

DISTRICT MEDICAL SOCIETIES 

ESSEX SOUTH DISTRICT MEDICAL SOCIETY 

Wednesda March 23 Hospital. Clinic 5 P.M. 
7 P Mt. Speaker: Frank H. 


Thursday, May 3—Censors’ Meeting, at Salem Hospital, 


3:30 P.M. 
May Annual Meeting. Coen Country Club, 
Dinner a Speaker 
announced. Subject to be 4 
RALPH E. STONE, M. D., Secretary. 
221 Cabot Street, Beverly, Mass. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


MOLINE, M.D., Secretary. 
Sunderland, Mass. 


EAST DISTRICT 4. SOCIETY 


ill take place in (2nd Wednesday 
id. and May (2nd N at Winchester, 
ALLAN R. CUNNINGHAM, M.D., Secretary. 
76 Church Street, Winchester, Mass. 
MIDDLESEX NORTH DISTRICT MEDICAL SOCIETY 
Meeting will be held on April 25. 
T. A. STAMAS, M.D., Secretary. 
226 Central Street, Lowell, Mass. 
MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
February 26—Note change of date. See page 452. 
NORFOLK DISTRICT MEDICAL SOCIETY 


Februa 27—Hotel Kenmore, 8:30 P.M. Dr. J. H. 
Shortell: ustrial Medicine and Surgery.” 
— 27—Faulkner - 8:30 P.M. Dr. Henry H. 
and Edward Edwards: Sym um on 
“Varicose Veins.” Discussion ty Dr E. E. O'Neil. 
erie. 17—Hotel Kenmore, 8:30 P.M. Special Business 


Annual Meet Tim 
2 ing. e, place and program to be 


FRANK S. CRUICKSHANK, M. D., Secretary. 
1695 Beacon Street, Brookline, Mass. 


at Wak 


453 
Population.“ 
JJ 
— 
7 
Essex Sanatorium, Middleton. 
1. er 7 P.M. Speakers: Dr. Elliott P. 
rd F. Root, Boston. Subject: ‘“‘Tuber- 
Dlabetes.“ 
3. 
4 Meetings will be held on the second Tuesday of March 
— 
—— 
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NORFOLK SOUTH DISTRICT MEDICAL SOCIETY 
March 1—12 noon at Quincy City Hospital. Program 
by the hospital staff. 
1 5—12 noon at Norfolk 1222 Hospital. Speaker: 
t P. Joslin. Subject: 
= oy wt noon at Norfolk — „ Annual 
Meeting. Election of Officers nd 


N. R. PILLSBURY, M. D., Secretary. 
Norfolk County Hospital, South Braintree, Mass. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
March 28—Clinical Meeting at the Massachusetts Memo- 
rial Hospitals. 
Apri} the Boston Medical Library. 


Election fic Program, titles and speak- 
ers to be announced. 


“The Medical — is cordially invited to attend 
all of these mee 


JAMES H. MEANS, M.D., Vice-President. 


WORCESTER DISTRICT MEDICAL SOCIETY 


All meetings to be held on Wednesdays as follows: 
March 14—Dinner and scientific program at the Memo- 
rial Hospital, Worcester, 


April 11—Open date. 
May 9—Annual Meet Time and place to be an- 
nounsed later. — 


ERWIN C. 1 M. D., Secretary. 
27 Elm Street, Worcester, Mass. 


— — 


BOOK REVIEWS 


Maternal Mortality in New York City. A Study of 
All Puerperal Deaths 1930-1932, by the New York 
Academy of Medicine Committee on Public Health 
Relations. Ransom S. Hooker, Director of the 
Study. Published by The Commonwealth Fund. 
290 Pages. Price $2.00. 


Extreme interest attaches to the recently pub- 
lished study of puerperal deaths in New York City 
during the three years, 1930-1932 inclusive, by the 
New York Academy of Medicine, Committee on 
Public Health Relations. Dr. Ransom S. Hooker, 
F.A.C.S., was the director of this research which 
was undertaken to determine by carefully collected 
and studied statistics the correctness of the fre- 
quent statement that the maternal mortality rate 
in the United States is unnecessarily high. Every 
maternal death during this period was investigated 
within one week of its occurrence and each case 
was studied by personal interviews with all the in- 
dividuals concerned, attending physicians or mid- 
wives, hospital staff and family. On the basis of 
facts so gathered, each case was reviewed by a jury 
of experts and a diagnosis of preventable or not pre- 
ventable was rendered in each instance. When the 
verdict was preventable, it was further analyzed 
to determine whose was the responsibility. This 
procedure not only indicated how many of the 
maternal deaths reviewed were preventable but also 
the sources of failure, their relative magnitude, and 
the remedial efforts indicated. 

Of the 2041 maternal deaths studied during the 
three-year period, the Committee finds that two- 
thirds were preventable. Of the preventable cases 
approximately two-thirds were attributable to faulty 
medical judgment and lack of skill, and poor hos- 


pital administration or incompetent midwifery. The 
remaining third of the preventable cases were con- 
sidered due to the fact that prospective mothers 
had not been educated to seek proper medical care 
or did not coéperate with their physicians. 

Each page of this report, which is a model of 
statistical clinical research, deserves thoughtful 
study by physicians, especially obstetricians and 
general practitioners. A point to which we would 
direct particular attention is that with regard to 
anesthesia and operative delivery. The Committee 
finds “that the use of anesthesia during labor and 
delivery has grown steadily in extent since its in- 
troduction in the last century, and is a problem of 
the most pressing importance, more so in the United 
States than in any other country. This has come 
about to a large extent through pressure from the 
lay public. The women of the large urban centers 
have become steadily more insistent in their de 
mands for shorter and less painful parturition, and 
the accoucheur may disregard these demands only 
at great risk to his own practice. The wide effects 
of the increased use of anesthesia can only be 
guessed at, but the direct effect of the administra- 
tion of the anesthetic in its tendency to lessen and 
enfeeble the expulsive powers of the uterine mus- 
culature must be reflected in an increased necessity 
for artificial assistance at delivery. The frequent 
use of instrumentation is based upon the easy ac- 
cessibility of anesthesia. It is the opinion of many 
observers that the increase in the use of anesthesia 
is a factor in keeping the maternal mortality rate 
stationary.” 

The Committee further finds that “a prominent 
feature of the development of modern obstetrical 
practice has been a steady increase in the proportion 
of operative deliveries. According to authoritative 
estimates, not more than 5 per cent of all delivery 
cases require operative intervention. A study of the 
records of 67 hospitals in which almost 75 per cent 
of all hospital deliveries occur, shows that opera- 
tive intervention is practiced in 24.3 per cent. In 
the city as a whole it is estimated that 1 out of 
every 5 deliveries is an operative delivery.” In 
comparing the maternal deaths in operative deliv- 
eries and those in which the delivery was spon- 
taneous, the Committee found that the maternal 
mortality was five times as high among the opera- 
tive deliveries as among the spontaneous ones. 

In commenting on this finding, the Committee 
states that “the increase in the use of instrumenta- 
tion brings with it an increased hazard is evident 
if the relative rates for spontaneous and operative 
delivery are examined. We cannot disregard the 
enormous difference between them. The death rate 
for spontaneous deliveries is less than one-fifth that 
for the operative. Clearly this represents a serious 
defect in the management of these cases. It is not 
contended that the rates can be made equal: the 
necessity for operative intervention arises, at times, 
out of serious abnormalities or disturbances of the 
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mechanism of labor, which, in themselves, greatly 
increase the hazards. But any such disparity as 
that shown in these figures is a certain indictment 
of those undertaking the interference. The Com- 
mittee believes that a reduction of the mortality 
rate can be achieved through a reduction in opera- 
tive intervention. Increasing demand on the part 
of the patient for shorter and less painful parturi- 
tion, the greatly increased use of anesthesia, the 
spread of the knowledge of surgical techniques, and 
the pressure of time upon the attendant, the Com- 
mittee believes, is responsible for the increase in 
operative deliveries.” 

Some practitioners who have foreseen and fore- 
told the effects of the too-free use of obstetrical 
anesthesia, and who have held to a minimum the 
amount of their operative intervention have not only 
been professionally criticized, but have suffered in 
their practice from the unreasoning popular demand 
for anesthesia and operative intervention. Perhaps 
this report may suggest that they have not in every 
instance been wholly in the wrong. It should also 
be remembered that needless anesthesia, and its 
corollary needless operative intervention, are prob- 
ably also responsible for a considerable percentage 
of the preventable infant mortality at or shortly 
after birth. 


The Physicians’ Art. An Attempt to Expand John 
Locke’s Fragment De Arte Medica. By ALEXANDER 
Gronda Gisson. Oxford. At the Clarendon Press 
1930. 237 Pages. Price $3.00. 


The subtitle of this book, “An Attempt to Expand 
John Locke’s Fragment De Arte Medica” will be read 
with surprise by many physicians, for though Locke 
is claimed by the medical profession his Fragment 
has attracted too little attention. The manuscript 
bears the date 1669, and as in the following year his 
famous “Essay Concerning the Humane Understand- 
ing” was planned, we may think of him as distracted 
from completing the earlier project. The empirical 
character of his philosophy of the mind is consonant 
with the tendencies of the physician and although 
Locke’s medical practice seems not to have been ex- 
tensive his penetrating mind has laid bare some of 
the principles of the healing art, so that the Frag- 
ment makes one wish that he might have written an 
Essay on the Philosophy of Medicine. The bent of 
his mind, however practical by nature, must have re- 
ceived great stimulus in his association with Syden- 
ham, “The British Hippocrates”, and it would be in- 
teresting to trace the influence of that vigorous per- 
sonality on the younger physician. 

Gibson’s attempt is not quite in accord with the 
subtitle for he says “The chapters that follow the 
fragment are devoted to what appears to the author 
to be the fundamentals of the medical art; in no 
sense are they an expansion of Locke’s thoughts 
except that they start from the same conception that 
Locke puts forward.” Locke says, “Yet I think I 
may confidently affirme that those hypothesis weh 


tied the long & elaborate discourses of the ancients 
& suffered not their enquirys to extend themselves 
any farther than how the phenomena of diseases 
might be explained by these doctrines & the rules 
of practice accommodated to the received principles 
has at best confined & narrowed men’s thoughts, 
amused their understandings with fine but uselesse 
speculations & diverted their enquirys from the true 
& advantageous knowledge of things.” It was to the 
study of things and away from the study of words 
that Francis Bacon attempted to turn the minds of 
men. In spite of its fragmentary nature what Locke 
has said on the medical art is worth reading and re- 
reading. 

The “expansions” by the author naturally suffer 
by comparison with Locke. The dangers of his un- 
dertaking, the author acknowledges. “His (the au- 
thor’s) thoughts are the outcome of a serious and 
prolonged study from many points of view and are 
based on the reflections noted down in the daily 
course of practice.” There is evidence of the mature 
and thoughtful mind with the insight that comes 
only from experience, but the book is too much a 
“collection of maxims” to be enjoyed in continuous 
reading. It is a book of substance, good for the 
older physician as a reminder of some of the best 
traditions in medicine, and particularly to be rec- 
ommended to the younger physician as it points out 
some of the beauties of the science and especially of 
the art which he has just begun to enjoy. As befits 
the traditions of John Locke, the substance is emi- 
nently practical and sound. Another sentence from 
Locke may be quoted: “all speculations on this sub- 
ject however curious or refined or seemeing profound 
& solid, if they teach not their followers to doe some- 
thing either better or in a shorter & easier way then 
otherwise they could, or else leade them to the dis- 
covery of some new & usefull invention, deserve not 
the name of knowledge.” 


Modern Aspects of Gastro-Enterology. By M. A. ARAFA. 
Published by William Wood & Company, Baltimore. 
374 Pages. Price, $8.25. 


Primarily a textbook for the general practitioner 
who will find here an adequate description of the 
more common gastro-intestinal diseases. For the 
internist or the gastro-enterologist it offers little that 
is new or valuable because it attempts to cover too 
large a field. Its chief value for the practitioner lies 
not so much in the discussion of the clinical signs 
and symptoms of enterologic pathology, but in the 
description and value of relatively simple laboratory 
procedures which are so frequently neglected and 
which may be of vast importance. It contains much 
valuable information on such subjects as the gastric 
analysis, and particularly stool analyses, a much 
neglected procedure, The chapters on procto-sig- 
moidoscopy, and the differential diagnosis of colonic 
ulcerations may be read with profit by anyone. The 
author’s views on the etiology of pathologic 
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processes such as peptic ulcer, and ulcerative colitis, 
which are still controversial, are quite conservative, 
an attempt being made to present all views rather 
fairly, the reader being allowed to draw his own con 
clusions from the evidence presented. 


Mystery, Magic, and Medicine. By Howarp W. Hac- 
GARD, Published by Doubleday, Doran & Company, 
Inc. 192 Pages. Price $1.00. 


This small monograph describing the rise of sci- 
entific medicine from its beginning in mystery and 
superstition through a progress encountered by 
ignorance and quackery to the status of an exact 
science appears as a sequel to the author's earlier 
and larger work, “Devils, Drugs, and Doctors,” re- 
viewed some years ago in the columns of this 
Journal. Like its predecessor, the present volume 
is abundantly illustrated with many excellent and 
interesting woodcuts, chiefly portraits of notable 
figures in the history of medical progress. It is 
presented as a single, continuous story told from 
the pre-Hippocratic days of Aesculapius to the pres- 
ent time. The volume concludes with an admirable 
alphabetical glossary of proper names and medical 
terms which should prove particularly convenient 
to the casual reader or student, for whom the book 
furnishes a compendious brief sketch of the history 
of medicine. 


La Cellulite. By L. Atqurer. Published by Masson 
et Cie. 285 Pages. Price 30 fr. 


In “La Cellulite” Alquier discusses abnormal varia- 
tions in the flow of blood and lymph which take place 
in the tissues during a great variety of pathological 
conditions. His approach to this subject is made in 
such a metaphysical manner that it is almost im- 
possible to submit it to a critical review. Throughout 
the book the author speaks in the vaguest terms of 
the “vago-sympathetic” system and its control over 
the flow of lymph and tissue fluid. He postulates 
that infection and contraction of lymphatic chan- 
nels along the vessels set up vasomotor reflexes over 
the perivascular sympathetic plexuses. These 
“vago-sympathetic” reflexes, he claims, are capable 
of modifying the flow of lymph to a part in much 
the same way that the vasoconstrictor and vaso- 
dilator nerves regulate the flow of blood. In the 
entire volume there is not a single photomicrograph 
to back up these novel pathological concepts, nor 
any measurements in experimental animals to prove 
an abnormal flow or change in composition of the 
lymph. To anyone who has read recent reviews of 
homeostasis or lymphatic physiology, there is not a 
recognizable landmark in this book. Yet Alquier 
attributes to disordered regulation of the flow of 
lymph every conceivable condition from causalgia 
and angina pectoris to constipation. 


From the viewpoint of therapy, the author believes 
that all these conditions can be relieved by restoring 
the normal vago-sympathetic tone and a healthy flow 


of lymph through the occluded perivascular chan- 
nels. This, he states, is an easy matter through the 
use of “massage, gymnastics, 
actino-th 5 py, and surgico-electrical 
reflexotherapy”. The book surpasses any volume on 
quackery I have ever read! 


Urine and Urinalysis. By Louis GersHENFELD. Pub- 
lished by Lea & Febiger, Philadelphia. Price 
$2.76. 


This book is not intended to be an exhaustive 
treatise on urinalysis. It is short and the con- 
tents are well organized. While there is very 
little new presented in urinalysis, the various tests 
are described sufficiently in detail and evaluated. 
This book of 272 pages should be helpful for quick 
reference, and is a text worth while having on 
the office desk and in the laboratory. 
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Maternal Mortality in New York City. A Study 
of All Puerperal Deaths 1930-1932. By the New York 
Academy of Medicine Committee on Public Health 
Relations. Ransom S. Hooker, Director of the Study. 
Published by The Commonwealth Fund. 290 Pages. 
Price $2.00. 

Post-Operative Treatment by George S. Foster. 
Published by The Christopher Publishing House, 
Boston. 323 Pages. Price $5.00. 

The Surgical Clinics of North America. Volume 
13, Number 5. October, 1933. Chicago Number. 
Published by W. B. Saunders Company. Issued seri- 
ally, one number every other month. Octavo of 254 
pages with 93 illustrations. Per clinic year, Febru- 
ary, 1933, to December, 1933. Price, paper, $12.00; 
cloth, $16.00 net. 

Hygiene of the Mind by Baron Ernst von Feuch- 
tersleben. Translated from the German by F. C. 
Sumner. Published by The Macmillan Company. 
150 Pages. Price $1.25. 

Chronic Nasal Sinusitis and Its Relation to General 
Medicine by Patrick Watson-Williams. Second Edi- 
tion. Published by John Wright & Sons, Ltd. 262 
Pages. Price 15/- net. 

International Clinics. Edited by Louis Hamman. 
Volume IV. Forty-Third Series, 1933. Published by 
J. B. Lippincott Company. 317 Pages. 

Diet and Personality—Fitting Food to Type and 
Environment. By L. Jean Bogert. Published by 
The Macmillan Company. 223 Pages. Price $2.00. 

Red Medicine: Socialized Health in Soviet Russia 
by Sir Arthur Newsholme and John A. Kingsbury. 
Published by Doubleday, Doran & Company, Inc. 324 
Pages. Price $2.50. 

de Venarum Ostiolis 1603 of Hieronymus Fabricius 
of Aquapendente, (15337-1619) by K. J. Franklin, 
D.M. Published by Charles C. Thomas. 98 Pages. 
Price $3.00. 

Mystery, Magic, and Medicine by Howard W. Hag- 
gard. Published by Doubleday, Doran & Company, 
Inc. 192 Pages. Price $1.00. 
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